FEBRUARY 1954 


THE ELECTROENCEPHALOGRAM IN EPILEPSY, Henry W. Newman, San Francisco . 


ABNORMALITIES OF SCROTAL CONTENTS IN CHILDREN, ae A A. Charnock, 
Los Angeles 


CANCER DETECTION—A County Medical Society Program, Riverside, sitar aaa 
L. Henry Garland, San Francisco, and C. P. McCullough, Riverside 


TREATMENT OF CHRONIC DISCOID LUPUS ERYTHEMATOSUS WITH ore 


CRINE, Bernard L. Rhodes and Manuel F. Allende, San Francisco 


EXOPHTHALMOS (A Symposium) 


EXOPHTHALMOS—Certain Endocrinological Aspects, pega: Simkin, Los Anagee: 
Donald W. Petit and Paul Starr, Pasadena ‘ 


EXOPHTHALMOS—From the es of the —e: A. R. Irvine, mah 
Los Angeles 


—— EXOPHTHALMOS—From the Standpoint of the a Max Edward 
Pohlman, Los Angeles . a rom 


4 REHABILITATION AFTER LARYNGECTOMY, Norman Jesberg, Los Angeles . 


RADIATION THERAPY IN DISEASES OF THE EYE, Robert S. Sherman, Jr., and 
Michael J. Hogan, San Francisco . weirs 


AN EVALUATION OF OBSTETRICAL ANALGESIA, Harry S. Fist, Los Angeles . 
ANOGENITAL MONILIASIS, Rees B. Rees, San Francisco . = peite, 
SOME EFFECTS OF ANTIBIOTICS IN SURGERY, Arthur J. Lesser, Los Angeles . 


CASE REPORTS: 
Simple Management of Lead Poisoning, John B. Field, Los Angeles . 


PUY IY EDITORIAL, 104 CALIFORNIA MEDICAL ASSOCIATION, 106 
QQ NEWS AND NOTES, 148 
CCG {IQ 


QQ {GG Ad OFFICIAL JOURNAL 
OF THE CALIFORNIA MEDICAL ASSOCIATION 


C.M.A. House of Delegates Interim Session Proceedings, Page 107 
C.M.A. ANNUAL MEETING, MAY 9-13, 1954, LOS ANGELES 





LUME 80 NUMBER 2 


CSHARP 
DOHME 


DIVISION OF MERCK & CO., Inc. 
Philedelphia |, Pennsylvania 


PHOTOGRAPH BY VICTOR KEPPLER 


Puts him back in the saddle again... 


PENTRESAMIDE 


TRIPLE SULFONAMIDE WITH PENICILLIN 


For rapid recovery from susceptible infections, 
prescribe PENTRESAMIDE—the established anti- 
biotic-sulfonamide therapy. 


This easy-to-take oral preparation combines 
four potent antibacterial agents. It provides 
synergistic effect...broader antibacterial range 
...-minimal bacterial resistance...reduced tox- 
icity. In clinical use to combat pneumonia in 
children, “a single oral dose [produces] prompt 


improvement... striking therapeutic results.”? 


Quick Information: PENTRESAMIDE-100 and 
PENTRESAMIDE-250 Tablets provide in each 
tablet 0.1 Gm. sulfamerazine, 0.2 Gm. each of 
sulfamethazine and sulfadiazine, with either 
100,000 or 250,000 units of potassium peni- 
cillin G. Dosage according to body weight, and 
severity of infection. Schedules on request. 
REFERENCE: 1. New York State J. Med. 50:2293, 1950. 
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The Electroencephalogram in Epilepsy 


By FAR THE GREATEST NUMBER of patients referred 
to the electroencephalographic laboratory in a gen- 
eral hospital are sent there because of suspicion of a 
convulsive disorder. The referring physician wants 
to know whether the patient has a convulsive dis- 
order, and if so what may be the cause of it. That the 
electroencephalographer is not always able to pro- 
vide a definite answer to these questions comes as a 
disappointment to many physicians. This is not 
unreasonable, since there are reports in the litera- 
ture that would imply the electroencephalograph is 
next to infallible in the diagnosis of epilepsy. 


Gibbs, Davis, and Lennox in 1935* reported the 
characteristic electrical findings during epileptic 
seizures, and noted that similar patterns occurred in 
patients with petit mal between seizures. Walter in 
1937° found that of a group of patients with seizures 
about half would have abnormal electroencephalo- 
grams and that the majority of those with such ab- 
normalities would be persons under 40 years of age 
with idiopathic epilepsy. The same year Gibbs, 
Gibbs and Lennox® went so far as to define epilepsy 
as “paroxysmal cerebral dysrhythmia,” implying 
that the electrical abnormality was of primary im- 
portance. Jasper and Kershman’ in 1941 denied the 
specificity of the electrical abnormality for the type 
of seizure but stated that they found abnormal rec- 
ords in 95 per cent of 494 patients with clinical 
epilepsy. They felt that bursts of higher voltage, 
which they termed hypersynchrony, were the impor- 
tant feature, rather than the “dysrhythmia” stressed 
by Gibbs. Finley and Dynes”: * also disagreed with 





From the Electroencephalographic Laboratory and the Department 
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° In light of the considerable divergence of 
opinion among various investigators regarding 
the incidence of electroencephalographic ab- 
normality in patients with convulsive disorders, 
the author made a study of his own records of 
430 patients with a diagnosis of epilepsy. In 122 
the seizures were symptomatic, in the remain- 
der idiopathic, and the overall incidence of 
electroencephalographic abnormality was little 
different in the two groups. In the whole series 
64.9 per cent showed abnormal tracings, while 
in those under 16 years of age the incidence 
was 71.8 per cent. The highest incidence was in 
patients in whom seizures had begun when they 
were-between 10 and 15 years of age and in 
those with a duration of seizures from 5 to 10 
years. Of patients with clinical petit mal, 76 
per cent had abnormal records, but only 34.6 
showed petit mal complexes. Lateralized or 
focal abnormality was three times as frequent 
in the symptomatic as in the idiopathic group. 


Gibbs on the specificity of the epileptic pattern, and 
reported that 86 per cent of 626 epileptics had ab- 
normal tracings. 

While Lennox® stated that 90 per cent of epileptic 
persons show “pronounced disturbances of the elec- 
trical waves of the brain” in a seizure-free period, 
the very complete tabulation of results in a large 
number of patients published in 1943 by Gibbs, 
Gibbs and Lennox® shows that the incidence of ab- 
normal tracings varies with the age of the epileptic 
patient, and that if slightly abnormal tracings, which 
have a rather high incidence in subjects without epi- 
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lepsy, are excluded the proportion of definitely ab- 
normal records drops to 67.9 per cent in epileptic 
persons under 20 years of age and 51 per cent in 
those older than that. Lennox, discussing a paper by 
Abbott,’ stated that “perhaps the electroencephalo- 
gram was oversold at first.” He stressed the fact that 
criteria of normality are indefinite, and that the in- 
cidence of abnormality may vary in different groups 
of epileptic persons. He said that it was only 75 per 
cent in his private practice. Walter!® reviewed the 
records of 6,000 patients with seizures and found 
abnormal tracings in 55 per cent. He was of the opin- 
ion that, with the gains in experience over the years, 
encephalographic abnormalities might be expected 
to be observed in 65 per cent of epileptic persons. 

In view of this rather wide disparity of opinion, 
the author felt that it was worth while to review his 
own records. The series consisted of 430 patients in 
whom a diagnosis of epilepsy had been established 
on clinical grounds in the Stanford outpatient clinic 
and neuropsychiatric ward. The patients were rep- 
resentative of a lower socioeconomic stratum, but 
by no means of the indigent. The electroencephalo- 
graphic tracings were made with a standard Grass 8 
channel electroencephalograph. Needle electrodes 
were used, with bipolar recording.from a minimum 
of ten electrodes, supplemented by six additional 
electrodes for localization if indicated. The tracing 
was continued at least 20 minutes, with a five-minute 
period of hyperventilation. Patients under the age 
of five years could rarely cooperate effectively in 
overbreathing. All tracings were made without seda- 
tion, and no activating procedures other than hyper- 
ventilation were employed. The results of the first 
tracing only are considered in this survey, although 
many patients had repeated tracings. Except for 
small children, who were held in arms, the patients 
reclined on a couch in a normally lighted room 
under close observation of the technician. If the 
patient had not eaten a substantial meal within two 
hours, sweetened fruit juice was administered to 
insure a reasonable content of sugar in the blood. 
All tracings were taken with the eyes of the patient 
closed except where the age of the patient made this 
impossible. Sleep was avoided except in infants, 
where its natural occurrence often provided the only 
readable part of the record. 

All of the tracings were read and interpreted by 
the author, so that the criteria of abnormality may 
be presumed to have remained fairly constant over 
the five-year period involved. The classification em- 
ployed was simple, yet difficult to define clearly and 
exactly, since it depended mainly on the judgment 
and experience of the interpreter. Records were 
classified grossly as normal and abnormal. In the 
normal category were included many that would be 
considered on the borderline of abnormality by 
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TABLE 1.—Incidence of electroencephalographic abnormality in 
patients free of convulsive disorder or organic 
nervous system disease 


Geers 
0-15 16 and over 
Per cent Per cent 
99 
Normal, fast 41 
Borderline 2 
Abnormal 1 


TABLE 2.—Relation of age of patient at onset of seizures to 
electroencephalographic abnormality 


Ages of Onset ( 
10- 


years ) ————____—_ 
0-5 5-10 15 15-20 20-30 over 30 


Percent Percent Percent Percent Per cent Per cent 


33.7 2920 242 2.7 £363 51.4 
Abnormal .... 66.3 710 #758 743 634 48.6 


other observers; this is particularly true of the fast, 
low voltage tracings, of those with random spiky 
waves, and, in young children, of all records with- 
out either a lateralized or localized abnormality or 
typically paroxysmal activity. 

Using the same criteria the tracings of 100 pa- 
tients free of convulsive disorder or organic disease 
of the nervous system were reviewed (Table 1). 

A not inconsiderable percentage of normal per- 
sons, especially below the age of 16, had tracings 
that even with the strict criteria employed must be 
considered beyond the normal range. The number 
of adults with such tracings is, however, sufficiently 
low to make the finding of such abnormality highly 
significant. 

Of the 430 patients with convulsive disorders, 220 
were 16 years of age or less. The incidence of abnor- 
mal tracings in the group as a whole was 64.9 per 
cent, while in those 16 years of age and under it 
was 71.8 per cent. 

The results according to the age of onset of seiz- 
ures are given in Table 2. The maximum incidence 
of abnormal tracings was in persons who were be- 
tween 10 and 15 years of age at the time seizures 
began, with little difference from 5 to 20 years. 
Many of those in whom the age of onset is known 
to be less than 5 years were observed by the author 
when they were very young, so that the lower per- 
centage of abnormal tracings in this group probably 
finds its explanation in the very rigid criteria of 
abnormality it was found necessary to adopt in deal- 
ing with young children. 

Table 3 shows the incidence of abnormality ac- 
cording to the length of time seizures had been 
present when the tracing was made. Here the same 
general trend was manifest, with the highest inci- 
dence of abnormality in patients with a seizure dura- 
tion of 5 to 10 years. It is interesting that not only 
are patients in whom seizures develop relatively late 
less liable to show an abnormal tracing, but the same 
is true of those who have had seizures for a long 
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TABLE 3.—Relation of duration of seizures to 
electroencephalographic abnormality 


‘Duration ( years) ———————.. 
5-10 10-20 over 20 
Per cent Percent Per cent 


29.5 36.5 48.9 
Abnormal i 70.5 63.5 51.1 


0-5 
Per cent 


TABLE 4.—Type of electroencephalographic abnormality related 
to age of onset and duration of seizures 
-—Age of Onset ( years) — 
0-15 over 15 
Per cent Per cent Per cent 


Diffuse slow 58.2 61.5 56.3 
Lateralized slow.. 5.5 12.8 8.4 
Focal slow 10.9 19.2 13.5 
Voltage difference 2.0 2.6 2.3 
Petit mal 3.8 19.5 


-—Duration ( years) — 
0-10 over 10 
Per cent 


TABLE 5.—Incidence of electroencephalographic abnormality in 
different types of epilepsy 





Grand Petit 
mal mal 
Per cent Per cent 


Psycho- Jack- 
motor sonian 
Percent Per cent 


z 24.0 . 33.3 25.6 
Abnormal i 76.0 66.7 74.4 


time. The most reasonable explanation for this is the 
increasing stability of the electroencephalogram 
with advancing years. 

The type of abnormality found differed in the 
different age groups (Table 4). Patients with onset 
of seizures before they were 16 years of age showed 
fewer lateralized or focal abnormalities, but many 
more paroxysmal records of petit mal type. The 
occurrence of slightly more focal abnormalities in 
patients in whom the duration of seizures was less 
than ten years may be explained by the circumstance 
that such abnormality is often symptomatic of a 
cerebral neoplasm, the poor prognosis of which 
could account for few survivals for ten years. The 
much higher incidence of petit mal tracings in pa- 
tients with early onset of seizures is striking; the 
lower incidence of petit mal patterns in patients 
with duration of seizures of more than ten years 
would seem to indicate a reduction of this kind of 
activity with age. 

The incidence of abnormal records in patients 
with different kinds of convulsive disorder is given 
in Table 5. Although the differences are not great, 
there is a somewhat higher incidence of abnormality 
in patients with petit mal and Jacksonian than in 
those with grand mal. and psychomotor seizures. 
While 76 per cent of patients with petit mal seizures 
showed abnormal records, only 34.6 per cent had 
typical petit mal complexes. Of the patients with 
Jacksonian seizures, 45.6 per cent showed abnor- 
malities which were either lateralized or localized. 

Organic disease of the nervous system was demon- 
strated clinically in 122 of the total of 430 cases, the 
seizures being symptomatic of this disease, while in 
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the remaining 308 cases the seizures must be classi- 
fied as iodiopathic. The incidence of abnormal rec- 
ords was 70.5 per cent in the symptomatic group, 
62.7 per cent in the idiopathic. The incidence of 
lateralized or focal abnormality was three times as 
great in the organic as in the idiopathic group. 

From the foregoing data certain conclusions may 
be drawn. If the criteria of abnormality of the 
electroencephalogram are sufficiently strict to reduce 
the incidence of abnormality in the tracings of pa- 
tients known not to have epilepsy to 5 per cent or 
less, about two-thirds of patients with seizures can be 
expected to show abnormal tracings on a single test 
in which only overbreathing is used for activation. 
This proportion can undoubtedly be increased by 
doing repeated tests and by activation with sleep, 
metrazol, photic stimulation or a combination of 
these. (The introduction of the adjuncts, however, 
introduces complications both of technique and in- 
terpretation which are beyond the scope of this com- 
munication.) A young patient with idiopathic epi- 
lepsy of short duration is much more likely to show 
an abnormal tracing, especially if there is a history 
of petit mal. On the other hand, an older patient 
who has had seizures, particularly grand mal, over 
an extended period is less likely to have an abnor- 
mal electroencephalogram. Thus the electroenceph- 
alograph can provide useful information in many 
cases of convulsive disorder, but the presence of a 
normal record by no means excludes this diagnosis. 
Since criteria of abnormality must vary among dif- 
ferent electroencephalographers, the weight to be 
given a report of “abnormal” must vary also. 
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Abnormalities of Scrotal Contents in Children 


DONALD A. CHARNOCK, M.D., Los Angeles 


PEDIATRICIANS AND UROLOGISTS have a mutual in- 
terest in diagnostic and therapeutic problems asso- 
ciated with the scrotum and its contents. 

Infectious lesions of the scrotum are not uncom- 
mon in children. Scrotal cellulitis may develop as a 
result of localized irritation. Often the cause is in- 
fected or concentrated urine. In most cases proper 
cleansing and application of Diaprex® to the irri- 
tated areas is sufficient. 

Edema of the scrotum is not unusual. It may be 
secondary to cardiac or renal conditions. Occasion- 
ally it may be idiopathic. Treatment is directed to 
the cause but palliation will be helpful to the com- 
fort of the child. Support of the swollen testicle can 
be applied in a variety of ways. 

Injuries to the scrotum, which are not common, 
may result in hematoma, hematocele or, more often, 
ecchymosis. Hematoma, an effusion of blood into 
the scrotal tissues, unless extensive, rarely necessi- 
tates surgical treatment. For hematocele, a collection 
of blood within the already existing cavity of the 
tunica vaginalis, surgical drainage is often neces- 
sary. Sometimes scrotal injuries occur during diffi- 
cult breech deliveries. Straddle injuries usually in- 
volve the urethra. If extravasation of urine occurs, 
the process will involve the scrotum and drainage 
will be needed. 

Hydrocele is the greatest cause of scrotal swell- 
ings. A variety of types are recognized, the type 
depending upon the location of the collection of 
fluid. The condition may be associated with incom- 
plete descent of the testes and often with hernia. 

Hydrocele is relatively common in newborn in- 
fants. It indicates that the lymphatic channels of the 
tunica vaginalis are late in development. Infantile 
hydroceles often disappear within the first year of 
life. This is thought to be due to continued growth 
of the lymphatic system. Hydroceles in infants 
should be treated expectantly unless they are so big 
they cause inconvenience or result in pressure to the 
scrotal contents. 

Hydroceles of the congenital type drain and empty 
when the child is recumbent since the tunica vagi- 
nalis is not completely closed and the fluid can re- 
turn to the peritoneal cavity. This variety is often 
associated with hernia. The hydrocele which persists 
in any position usually involves the tunica vaginalis 


Presented before a Joint Meeting of the Sections on Urology and 
Pediatrics at the 82nd Annual Session of the California Medical 
Association, May 24-28, 1953, Los Angeles. 
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* Disorders of the scrotal contents in infancy 
and childhood parallel fairly closely those 
found in adults and deserve equal considera- 
tion. Hydroceles, epididymitis, hernia and cryp- 
torchism are the more common conditions, but 
injuries, torsion of the spermatic cord and ma- 
lignant tumors also occur in this age group. 

Early, accurate diagnosis and definitive treat- 
ment increase the prospect for children with 
testicular disease to develop into healthy, fer- 
tile adults. 


but may involve the cord alone, and even the epi- 
didymis. 

The diagnosis of hydrocele should be simple. It 
is translucent; rarely is the tunica vaginalis so 
thickened in childhood that transillumination is 
questionable. It is most important to differentiate 
hydrocele from a solid tumor of the testicle or from 
a hernial sac. The shape of the hydrocele mass will 
usually give a definite clue to its identity. Hydro- 
celes usually are pyriform with the large portion 
within the scrotum. Except in strangulated hernia, 
where symptoms referable to irritation of the bowel 
usually are present to aid in determining the nature 
of the lesion, a hernia mass is usually reducible. 
While rare in childhood, hard solid tumors must al- 
ways be considered. Unlike hydroceles, they are not 
translucent. Spermatoceles are rare before puberty. 

Aspiration of the hydrocele sac is a very satis- 
factory means of diagnosis in equivocal cases and 
at times may be necessary, although it is not recom- 
mended in children because of the frequent asso- 
ciation of hernia. 

In the author’s opinion, hydrocele should be 
treated surgically. Injection of sclerosing material 
should not be done in children. Complete excision 
of the excess tunica vaginalis is the operation of 
choice. Repair of coexisting hernia is mandatory. 

Epididymitis is next in order of frequency. At 
times it may be associated with infections of the 
testicle. It is usually relatively sudden in onset and 
is associated with pain, increase in temperature, 
and swelling of the affected parts. The leukocyte 
content of the blood is elevated. Except in chronic 
cases, which are relatively rare, the child is restless 
and very uncomfortable. Urinary infections are the 
common etiological factor although in some cases 
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in very young children the condition has been caused 
by infections of the prostate and seminal vesicles. 
Occasionally epididymitis results from trauma. In 
epididymitis of the chronic type, which is rarer in 
childhood, tuberculosis of the genital or urinary 
tract must be considered. 

Diagnosis is usually made by palpation of the 
scrotum, examination of the urine and a survey of 
the general condition of the child. Rectal examina- 
tion for evaluation of the condition of the seminal 
vesicles is a most important step in the diagnosis of 
chronic epididymitis. Epididymitis is, at times, ac- 
companied by hydrocele, the accumulation of fluid 
developing as a protective mechanism. Indeed, epi- 
didymitis is a definite etiological factor in the pro- 
duction of hydrocele. 

Supportive treatment is indicated for acute epi- 
didymitis. The pain may be relieved by elevation 
of the scrotum. Ice bags or heat applied periodi- 
cally will relieve pain and reduce the swelling. 
Prompt and intensive administration of chemo- 
therapeutic drugs will usually result in resolution. 
If suppuration develops, surgical intervention is in- 
dicated to prevent atrophy of the testicle. 

Since tuberculosis must be considered in dealing 
with chronic epididymitis, surgical exploration is 
indicated if chemotherapy does not result in com- 
plete resolution. Where the condition is bilateral, it 
is better practice to remove one epididymis at a 
time. (In one case of chronic bilateral epididymitis 
in which all the factors indicating tuberculous in- 
fection, except sinus formation, were present, the 
author removed the epididymis on one side. Later 
the disease was found to be non-specific and even- 
tually it responded to chemotherapy. ) 

Orchitis is a rare condition in children. When it 
does occur it is often confused with epididymitis. It 
is usually a result of trauma or is a secondary de- 
velopment of acute epididymitis or a complication 
of mumps. Traumatic orchitis may result from in- 
juries at birth. Occasionally it occurs following con- 
tusions and other forms of traumatic injuries. 
Orchitis associated with severe epididymitis pro- 
duces the same symptoms as the primary disease. In 
older boys it is associated with mumps in 5 to 15 
per cent of cases but it is rarely a coficomitant of 
mumps in the early years of life. It has, however, 
been reported in infancy without signs of parotitis. 
The swelling and discomfort in the testicle appear 
around the eighth day and usually subside three or 
four days later. : 

The treatment for orchitis is rest, scrotal support, 
cold or hot applications and judicious use of chemo- 
therapy. A protective hydrocele frequently occurs 
and incision of this may be beneficial in arresting 
atrophy. Testicular atrophy is a very common se- 
quel. In orchitis of mumps, great help has been 
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reported from the use of estrogens, but these hor- 
mones are of no benefit to prepubescent patients. 
Multiple puncture of the tunica albuginia has been 
recommended as a means of reducing the tension 
within the testicle in orchitis, but follow-up studies 
indicate that atrophy frequently follows this pro- 
cedure. 

Varicocele occurs occasionally in childhood. It 
usually is the result of anatomic abnormalities of 
the spermatic vein. This is more common on the left 
side where the spermatic vein generally empties into 
the renal vein at a right angle. On the right side the 
spermatic vein usually enters directly into the vena 
cava at an acute angle and has a more effective valve 
mechanism. 


In older boys, varicocele can result from exces- 
sive masturbation. The symptoms in children rarely 
necessitate treatment unless the congestion in the 
spermatic plexus of veins is excessive. Operation 
should not be done. 


Secondary varicocele is an index of pressure upon 
the spermatic veins. This may be caused by tumors, 
usually renal in origin, or by a large hydronephrotic 
mass. Retroperitoneal tumors may result in sper- 
matic vein obstruction. Secondary varicocele can 
develop on either side and is usually sudden in 
onset. It is readily distinguishable from primary 
varicocele, for the primary form empties when the 
patient is recumbent whereas secondary varicocele 
does not and dilation will subside only upon removal 
of the obstructing mass. 


While varicocele is not a common or even impor- 
tant lesion, its sudden appearance, especially on the 
right side, should suggest the possibility of retro- 
peritoneal or renal disease. 


Torsion of the testicle is the term applied to 
twisting or axial rotation of the spermatic cord. It 
usually occurs in a testicle with an elongated cord 
or with an imperfectly attached gubernaculum and 
may occur in an improperly descended testicle. 
Although it may happen at any age, the highest 
incidence is around puberty. The left side is more 
often involved. Bilateral torsion has been reported. 


The development of torsion usually follows a 
trivial physical effort. (The author observed a boy 
who had torsion that had occurred when he was 
stamping out the tempo while playing a piano. 
Reaching for a second helping of pie was the cause 
reported in another case.) Onset is sudden. The testi- 
cle is exquisitely tender and lies high in the scrotum 
due to the shortening of the cord. Swelling develops 
rapidly. The patient looks and feels sick, and nausea 
and vomiting are frequently present. Shock is not 
uncommon. In torsion of an undescended testicle, 
the symptoms may resemble those of strangulated 
hernia. The condition is often confused with epi- 
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didymitis or orchitis. If there is doubt as to diagno- 
sis, immediate surgical exploration is mandatory. 

Changes in the testicle following torsion depend 
upon the degree and duration of vascular obstruc- 
tion. Where the twist is complete, there is imme- 
diate hemorrhagic infiltration into the testicle. Gan- 
grene of the testicle develops within 48 hours. This 
has been shown both clinically and in animal ex- 
perimentation. Section of the testicle after this 
period of time shows it to resemble an organized 
blood clot. Atrophy is the invariable result. In cases 
in which torsion of the cord is suspected surgical 
exploration should be carried out immediately. If 
torsion is present, the testicle and cord may be un- 
twisted and sutured to the base of the scrotum. If 
this is promptly accomplished, no permanent injury 
to the testicle will result. Once gangrene has devel- 
oped, orchiectomy is necessary. 

Occasionally observed is a chronic or relapsing 
form of torsion in which periodic twisting of the cord 
may occur. This may develop if there is consider- 
able mobility of the testicles or in persons in whom 
sudden reflex tightening of the cremaster muscle 
will cause the testicle to disappear into the inguinal 
canal. The onset of periodic torsion of this kind is 
brought on by muscular effort. The pain is immediate 
and severe but is usually relieved when the patient 
reclines in a relaxed position. In such cases the tes- 
ticle should be anchored to the base of the scrotum. 

In any case of torsion the same degree of elonga- 
tion of the cord or imperfection of scrotal attach- 
ment will usually be present on the opposite side. 
Fixation of the contralateral testicle is advisable as 
a prophylactic measure. ; 

Although there is little in the pediatric literature 
on torsion of the testicular appendage, more com- 
monly known as the hydatid of Morgagni, and tor- 
sion of the appendix of the epididymis, the organ of 
Giraldes, these conditions exist in a significant 
number of cases. The symptoms are similar to those 
of torsion of the testicle but are much milder in 
character. Sometimes a tender mass may be palpated 
at the upper pole of the testicle. Surgical excision is 
the treatment. So far as is known, atrophy of these 
appendages results in no damage to the testicle. 

Tumors of the testicle in children are rare. Those 
that do occur are often congenital and the greatest 
incidence is within the first three years of life. Tera- 
toma is the most common variety, then sarcoma. 
Seminoma and adenocarcinoma are rare. Occasion- 
ally Wilms’ tumors spread to the testicle. Tumors of 
the testes grow rapidly. With the exception of semi- 
nomas they show very little sensitivity to radiation. 
They metastasize rapidly to the aortic lymph chains 
and to the lungs. 

Interstitial cell tumors have been reported in 
children. They grow slowly and are accompanied by 
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signs of precocious puberty. Although these tumors 
may be classified as relatively benign, the treatment 
is orchiectomy. 

To be effectual, the diagnosis of testicular tumor 
must be made early. If one of the testes is hard and 
nontranslucent and seems heavier than the other 
testis, there is strong suggestion of tumor. Not in- 
frequently a protective hydrocele will make diag- 
nosis more difficult. Where tumor is at all suspected, 
aspiration of the hydrocele will aid in the diagnosis. 
Aspiration of the tumor for biopsy should never 
be done. The treatment of these tumors is immedi- 
ate orchiectomy followed by intensive radiation 
therapy. The prognosis is poor. 

Cryptorchism is the commonest of congenital 
anomalies of the seminal tract. The primary con- 
sideration in the treatment of the condition is the 
preservation of fertility. Over 90 per cent of boys 
with undescended testicles are sterile if the condition 
remains after puberty. 

Too much reliance has been placed upon hormone 
therapy in such cases. If no hernia exists and there 
are no mechanical factors to fix the glands, gonado- 
tropic hormones may be used. Hormone therapy is 
more successful in cases of bilateral than of uni- 
lateral cryptorchism. The suggested dosage in boys 
of 4 to 5 years of age is 250 international units of 
gonadotropic hormones three times a week for four 
weeks. If no results are obtained with a total of 3,000 
units, operation should be advised. Overdosage with 
gonadotropins may result in precocious sexual de- 
velopment. It is expensive therapy. 

Testosterone should never be used in the treatment 
of undescended testicles, for that would be substitu- 
tion therapy, whereas gonadotropic substance is 
stimulative. While testosterone will increase the sec- 
ondary sexual characteristics, it may result in tes- 
ticular damage due to atrophy of disuse. 

Surgical treatment of undescended testicles is well 
established. Careful freeing of the cord will lengthen 
the structure enough so that the testes can be placed 
within the scrotum. The Torek fixation is, in the 
author’s opinion, the best procedure. 

Whether or not undescended testicle is associated 
with increased incidence of malignant disease is still 
moot. At present most investigators favor the re- 
moval of a testicle that cannot be brought down into 
the scrotum, provided the other testicle is normal. 


Recent studies by Robinson and Engle indicated 
that descent of the testes should be accomplished by 
the fifth year if spermatogenesis is to be preserved. 
Their studies show that spermatogenesis will rarely 
develop if the testicles remain undescended beyond 
that age. Formerly, most observers were of the 
opinion that any time before puberty was suitable 
for orchidopexy. 

2010 Wilshire Boulevard. 
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Cancer Detection 


A County Medical Society Program, Riverside, California 


L. HENRY GARLAND, M.D., San Francisco, and 
Cc. P. McCULLOUGH, M.D., Riverside 


THREE YEARS AGO a report was made on the results 
of an experiment of about two years’ duration with 
four cancer detection centers in California.* The 
Cancer Commission of the California Medical Asso- 
ciation concluded at that time that cancer detection 
centers of the type under study were not a practical 
approach to the problem of early detection. It was 
believed that a more practical approach would be 
emphasis on making every physician’s office a detec- 
tion center, including stress on annual examinations 
of persons over 40 years of age for tumors in the five 
common accessible sites. 

Following completion of that report, the Cancer 
Commission prepared a model program for trial in 
one or more of the component county medical so- 
cieties in the state medical association (Exhibit A). 
Discussions were held with the officers of the River- 
side County Medical Association and plans were 
completed for trial of an office detection program in 
that county for a period of 12 months. In June 1952, 
Dr. J. S. O’Toole, chairman of the Cancer Commit- 
tee of the Riverside County Medical Association, 
sent a letter to internists, general surgeons and gen- 
eral practitioners inviting their cooperation. 

Thirty-four physicians agree to participate. Dr. 
O’Toole then called a meeting of the office secretaries 
of these physicians and explained the program to 
them (Exhibit B). These secretaries were requested 
to assist the doctors in completing a very short card 
(Exhibit D) or cancer report (Exhibit C) and to 
mail such cards to the office of the county society 
once a month. 

At the end of 12 months the cards were tabulated 
and the effectiveness of the project analyzed by Mc- 
Cullough, whose report as follows was submitted to 
the Cancer Commission of the California Medical 
Association: 


Report on a Cancer Detection Program 
in the Private Physician’s Office Sponsored by 
the Riverside County Medical Associationt 


During the year of June 1, 1952, to May 31, 1953, 
a pilot project in the field of Cancer Detection was 


This is a report of the Cancer Commission of the California Med- 
ical Association, 450 Sutter Street, San Francisco 8. 

{Secretarial and tabular work aided by a grant from the California 
Division of the American Cancer Society. 
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* Cancer detection examinations by physicians 
in their private offices were performed as a 
county medical society project for a period of 
one year. 

In a series of 6,765 patients examined, ap- 
proximately 600 were found to have lesions 
clinically suspect for tumor. The total number 
of proven cancers discovered was 280 and the 
number of lesions classified as precancerous 
was 87. 

This percentage of tumors discovered com- 
pares favorably with reports from special can- 
cer detection centers formerly utilized in other 
parts of the country. 

The Cancer Commission believes that peri- 
odic health examinations of persons over the 
age of 40 in the offices of private physicians is 
a practical approach fo the problem of earlier 
detection of tumors at accessible sites—the 
tumors that are the most readily curable by 
current surgical and radiotherapeutic tech- 
niques. 


carried on in Riverside County through the joint 
efforts of the Riverside County Medical Association 
and the American Cancer Society. Because this sur- 
vey was the first of its kind in California, we feel 
that publication of methods used, statistical findings 
and conclusions should be of interest to the medical 
profession of the state. 


PURPOSE OF SURVEY 


This survey was undertaken in an effort to evalu- 
ate the following: 

(a) How successful is publicity in increasing the 
number of people who regularly see their physicians 
for physical examinations? 

(b) What has been the effect of publicity in en- 
couraging people to visit their physicians at the first 
appearance of signs or symptoms of cancer? 

(c) How many and what type of malignancies can 
be detected by physical examination in the suppos- 
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edly well patient, with special reference to the ac- 
cessible sites of the body? 

(d) How successful is this type of cancer detec- 
tion as compared to other methods? 


METHOD OF PROCEDURE 


1. Publicity—An extensive publicity campaign by 
members of the Riverside County Medical Associa- 
tion, aided by the county branch of the California 
Division American Cancer Society was carried on 
for one year prior to the survey. This publicity 
stressed the value of annual physical examination of 
adults in detection and prompt treatment of cancer, 
especially of the accessible sites. 


2. Secretarial service in collection of reports from 
physicians and compilation of statistics was ar- 
ranged by a grant of $1,500 from the American Can- 
cer Society, California Division. 

3. Members of the Riverside County Medical As- 
sociation were contacted and 34 physicians agreed 
to take an active part in the survey. 


4. Doctors’ secretaries were personally inter- 
viewed and were mainly responsible for the success 
of the project. 


5. A distinctive colored card was sent each secre- 
tary which was to be clipped to the history form of 
the physician for each new case examined. This card 
listed the following: Date, initials, age, sex, brief 
pertinent history, pathological condition found, 
pathological diagnosis, and signature. 

6. It required only a few minutes of the physi- 
cian’s time to make notations on the card. This card 
was removed from the history and sent to the con- 
trol secretary’s office weekly. Each month all cards 
were reviewed by the Cancer Committee and tabu- 
lated. 


7. To avoid duplication of reports, only the re- 
ferring physician reported the patient who was seen 
by others in consultation. Because of the inherent 
difficulties in collecting such reports, and in an ad- 
ditional attempt to avoid duplication, such special- 
ists as roentgenologists, orthopedists, urologists and 
otorhinolaryngologists were excluded. As this. par- 
ticular project was aimed at the adult population, 
pediatricians also were not called upon to report 
cases. 


STATISTICAL REPORT 


Number of physicians participating in survey 
Number of patients examined 
Number of proven malignant tumors discovered 
Percentage of patients found to have 

malignant tumors 
Number of lesions biopsied 
Number of lesions biopsied classed as malignant 
Percentage of biopsies classed as malignant 
Number of lesions biopsied classed as precancerous... 
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Percentage of biopsies classed as precancerous.......... 14.0% 

Percentage of precancerous lesions in patients 
examined 

Number of other pathological conditions found which 
required observation or treatment 

Percentage of patients with other pathological lesions..7.8% 

Average age of patients examined....................2.-.0.000.00.--- 

Proportion of males to females in this survey 

Percentage of malignant tumors in asymptomatic pa- 
tients not known 
(Varied methods of reporting allowed too much 
error for an accurate appraisal) 


Before breaking down the above statistics, it is 
important to recognize two factors. (1) There is an 
extraordinarily high incidence of skin cancer in this 
area; and (2) a rather high proportion of our pa- 
tients are elderly or retired. 


MALIGNANT LESIONS DISCOVERED AND PROVEN 


(a) Cancers found in the accessible sites of the 
body: 


Site Number 


Percentage of Percentage of 
Total Cancers Total Examinations 


57.1 23 
Breast 4.3 0.17 
Cervix tw 0.31 
Rectum $2 0.13 
2.8 0.11 
0.71 0.03 


3.1 


(b) Cancer in other areas (non-accessible sites) 
proven by biopsy or surgery: 


Percentage of 
Site Total Cancers 


Blood :(Hodgkin’s) 0.35 
Urinary bladder Lz 
Prostate 3.9 
2.5 
0.7 
$2 
0.7 
1.0 
Pancreas 1.0 
Gallbladder 0.7 
Stomach i 
Bone (1 sarcoma, 4 myeloma) L7 
Thyroid 1.4 
Lymph node 2.1 
Kidney 0.35 
C. N. system 1.0 


LESIONS BIOPSIED—DIAGNOSED AS 
PRECANCEROUS OR BENIGN 


Number 
Site Precancerous 
Rectum (polyps adenomatous) 
Tongue (leukoplakia) 
Lips 
Vulva (kraurosis) 


Number 
Benign 
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BENIGN PATHOLOGICAL CONDITIONS FOUND 


In addition to the above groups, a large number 
of pathological conditions were discovered which re- 
quired observation or treatment. 





Site Pathological or Clinical Diagnosis Number 
Rectum: 
MPI 325g 2 ba en eee Ra ee 20 
Fissures 
Fistulas 
Cervix and/or uterus: Fibroids.............................s-.s-sceeseess- 17 
Adnexa: 
Chronic pelvic inflammatory disease......................---.-.-- 11 
COPED CORE - CLO MO Pes oc Sc iasahcaccentrecwentics 8 
WIRSISIOTIMARICONEE fase ee ee 4 
Stomach: 
eS OE Bic ck dlcalp ene 3 
NUON ROE coo A al eee 19 
Colon: 
Diverticulitis 


PRVCIIC CONTEIE. <5 ccscsincetocosasencessccsesns 
Prostate: Chronic hypertrophy 
Scrotum: Hydrocele 
Thyroid: 

CURLS cece rs we RL a LI SN ee 

Exophthalmic goiter 
Liver: Cirrhosis 





Gallbladder: Chronic cholecystitis. ....................0:s000c0----- 12 
Skin: 
RGR OO GI acc cot Oe a ne 6 
Ulceration (varicose. veins) «.<c..c.ccssicscciscdsscsessccenxe 4 
PAR OEN sors at A a ot i ms ee 4 
NBO cies one Et a a ee 148 


VARIATIONS: AGE INCIDENCE IN PROVEN 
MALIGNANT TUMORS 


Although pediatric conditions are not included in 
this survey, the youngest patient reported with ma- 
lignant melanoma was eight years of age. The oldest 
person was 88 years of age. The following is a tabu- 
lation of the numbers of malignant tumors and the 
number of skin tumors found in various age groups: 


0-20 20-30 30-40 40-50 50-60 60-70 70-90 


Total cancers.... 1 7 16 47 78 80 42 
Skin cancers .... 1 4 9 31 42 42 31 


_ EFFECTIVENESS OF THE PROJECT 


1. This type of cancer detection program can be 
successfully performed through the cooperation of’ 
members of a county medical society. It‘is especially 
valuable in that it preserves the doctor-patient rela- 
tionship. 


2. The publicity attendant to this project is caus- 
ing many more adults to visit their physicians at 
regular intervals for physical examination and also 
to seek advice at the appearance of unusual signs or 
symptoms. Cancer phobia, which many physicians 
feared would develop as a result of the publicity in 
this program, was a very minor occurrence. 


3. The financial burden to the patient was not 
excessive. The usual charge for physical examina- 
tion, blood and urine analysis was $15.00. Biopsy, 
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° 
stains, x-rays and other tests, when deemed advis- 
able, were naturally an additional cost item. 


4. The elimination of precancerous lesions and the 
early discovery of cancerous lesions has proven of 
distinct advantage to patients. 

5. The physicians participating in this survey 
have a greater awareness of the possibilities of ear- 
lier cancer detection. 


6. Reports can be so made that the percentage of 
malignant tumors in asymptomatic patients can be 
determined. This requires a thorough understanding 
of the project by the examining physician. 


7. This type of program appears to be as effective 
as any other cancer detection program yet reported. 
C. P. McCuttoven, M.D. 


Cancer Committee 
Riverside County Medical Association 
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EXHIBITS 


Exuisir A—Statement on Cancer Detection Examinations 
adopted by the Cancer Commission of the California 
Medical Association in 1951, prior to pilot study in 
Riverside County. 


1. The Problem. In 1949 some 15,000 patients 
died of cancer in California. Almost one-half of 
these, deaths were from cancer in accessible sites, 
sites where early recognition offers an increased © 
chance of cure. About 60 per cent of cancer deaths 
in women are from tumors in accessible sites. In 


-,cancer detection programs in private physicians’ ’of- 


t 


fices it has been shown that early cancers are fgund 
that were not suspected by the patient, and would not 
have been discovered in the early stage were it mot 
for examination. It is estimated that there will*be 
about 22,500 new cases of cancer in California next 
year. Early recognition of many of these caseswill 
prevent part of our growing cancer mortality. 


2. The Method. The most practical and effective 
means of discovering early cancer is by periodic ex- 
amination in the private physician’s office. This is 
the policy of the American Medical Association, the 
California Medical Association, and the California 
Division of the American Cancer Society. 


A limited physical examination directed to and 
including the sites of accessible cancer will discover 
the majority of curable cases or may establish a sus- 
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picion of cancer to indicate necessary additional 
diagnostic examinations. 


This limited examination directed to accessible 
sites of cancer has been described and defined as a 
Cancer Detection Examination. Such an examina- 
tion, as a definite entity to be extended to the public 
and to be recognized by the practicing physician, has 
been approved by the Michigan and Illinois State 
Medical Associations and by the California Medical 
Association. The Cancer Detection Examination en- 
courages a uniform examination by practicing phy- 
sicians and, with local organized professional ap- 
proval, the provision of such examination at a rea- 
sonable fee. 


3. The Program. 


(a) The project of offering to the public a Cancer 
Detection Examination should first have active in- 
terest and approval of the local County Medical 
Society. 


(b) Upon such approval, the Cancer Detection 
Examination should be publicized by the County 
Branch of the American Cancer Society with empha- 
sis on the fact that it can be obtained in the office of 
the patient’s own physician. If approved by the 
County Medical Society, a uniform fee for the ex- 
amination may also be publicized. 


(c) When a patient requests a Cancer Detection 
Examination, the results should be recorded on a 
simple form provided by the County Medical So- 
ciety. 

(d) Either verbally or by a suitable pamphlet the 
patient should be informed that this examination 
deals with present conditions, that such an examina- 
tion should be repeated periodically, and that the 
patient should report for further examination im- 
mediately if he or she discovers any suspicious symp- 
toms. 


(e) A simple monthly report should be made by 
each physician participating in the program to the 
County Medical Society carrying these items: 

1. Number of patients receiving the Cancer De- 
tection Examination. 

2. Number with no abnormal findings. 

3. Number with abnormal findings. 


(a) Definite or suspected cancer, not previously 
diagnosed. 


(b) Cancer, but previously known. 


(c) -Other condition not previously known, and 
requiring treatment. 


Such reports will give stimulus to the program. 
They do not involve the reporting of any patient’s 
disease to a state agency; the patient’s name is not 
given, . 
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EXHIBIT B 


Exuisit B.—Suggested Cancer Detection Examination 
Form for use by physicians in private offices. 


CANCER DETECTION EXAMINATION (Suggested Form) 


Case No 
Nationality 
Address 


Name and Address of Relative or Friend 


Telephone 
Personal History 


Physical Findings....T......... Pic awe 
Head and Neck 
Oral Cavity 


TRIN Ss ct AL 6 A Sak a non Nae hoo 
Pelvic Exam. (Bimanual) 
(Visual) 


Lymph nodes (neck, axillae, groins, etc.) ................0c0c0seeseceeeeee 


Impression 
Disposition (and date of next exam.) ...............2:cececececeeseeeeeee 


M.D., Examiner 


EXHIBIT C 


Exuisit C.—Instruction Sheet issued by Riverside County 
Medical Association Cancer Committee to participating 
physicians. 

1. Clip a yellow €ancer Report Card to the chart 
of each new patient on whom a complete physical 
examination is to be made and also on the chart of 
those patients who have had a complete physical 
examination this year. 

2. In filling out the cards, write only the initials 
of the patient, sex, age, date, number of pregnancies, 
and the chief complaint. 

3. The examinations may vary from a routine 
examination, such as an insurance examination to 
the complaint which causes the patient to come to 
the doctor’s office. 


4. In listing “Positive Findings,” we are inter- 
ested only if the findings are cancerous or precancer- 
ous; for example: 

If a patient is found to have heart disease or a 
cirrhosis of the liver or acute appendicitis, or even 
pregnancy, the findings will be recorded as “none.” 
In other words, any lesion other than precancerous 
or cancerous lesions will be classified as “none.” 

However, if a patient is examined and a suspi- 
cious cancerous lesion is found, record that, and 
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when the pathological report has been returned, then 
send in a supplementary card with the pathological 
report. An example of this could be a woman exam- 
ined by your doctor with the chief complaint of a 
lump in her breast. The “Positive Findings” at the 
time of the first examination would be, “Mass in 
breast.” It would probably be at least 10 days before 
a pathological report could be given. 

Please help your doctor in checking these suspi- 
cious lesions that are sent for definitive treatment and 
pathological reports by being sure that these cards 
with suspicious findings are sent in. 

5. Please send in the Cancer Report Cards by the 
Sth of each month for the previous month. Deadline 
for cards of a previous month will be the 10th of 
each month. Send to Riverside County Medical As- 
sociation, 3616 Main Street, Riverside. Reminder 
cards will be sent out at the end of each month. 

6. It is very important that all negative examina- 
tions be sent in. If it is more convenient to make a 
single monthly summary of all negative examina- 
tions made during the month by giving a total in a 


letter, it may be done in this manner. A suspicious 
or a precancerous lesion should be reported on a 
card, the same as should all cancerous lesions. Please 
phone Riverside 4322 collect for information at any 
time. 


EXHIBIT D 


Exuisit D.—A sample of the Cancer Report cards sent 
to each participating physician in this survey. These are 
filled in by the doctor on each patient who has a com- 
plete physical examination, and mailed to the county 
medical society office at the end of each month. 


CANCER REPORT 


Initials 
Chief Complaint 


What's Old in Medicine 


THOSE WHO THINK of specialization as a development of our day may be a little 
startled to find that Herodotus, in A History of the Persian Wars, made the follow- 
ing note on a peculiarity of Egyptian ways: 


“Medicine is practiced among them on a plan of separation; each phy- 
sician treats a single disorder, and no more: thus the country swarms with 
medical practitioners, some undertaking to cure diseases of the eye, others 
again of the teeth, others of the intestines, and some those which are not 


local.” 


And physicians of today who decry the tendency of laymen to prescribe med- 
ical treatment for one another (“Take some of these capsules, Gladys; they cured 
me and you're welcome to those left in the bottle”) may find wry amusement in 
Herodotus’ observation on medical practice in Babylon at the time of Cyrus: 


“*... the following custom seems to me to be the wisest of their institutions. 
They have no physicians, but when a man is ill, they lay him in the public 
square, and the passers-by come up to him, and if they have ever had his 
disease themselves or have known anyone who has suffered from it, they 
give him advice, recommending him to do whatever they found good in their 
own case, or in the case known to them; and no one is allowed to pass the 
sick man in silence without asking him what his ailment is.” 
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Treatment of Chronic Discoid Lupus Erythematosus 
With Quinacrine 


ALTHOUGH one of the most widely used textbooks 
of medicine! speaks of “the benign disease known 
to dermatologists as chronic discoid lupus erythema- 
tosus,” the disease can hardly be considered benign 
by dermatologists who know of the extensive disfig- 
urement it can cause, who are cognizant of studies 
which indicate that many patients with this disease 
show some evidence of systemic involvement, and 
who occasionally observe a case in which the dis- 
coid lesion disseminates into the systemic form. In- 
deed they are constantly on the watch for an effec- 
tive form of treatment. 

Late in 1951, Page’ reported excellent results ob- 
tained with the use of quinacrine hydrochloride. 
Soon’ thereafter the authors (and several other 
groups of investigators '° '!: 18) started using this 
form of treatment. 


METHODS 


Twenty-five patients who had chronic discoid 
lupus erythematosus of six months’ to 41 years’ 
duration were treated. The youngest was 16 years of 
age and the oldest 70; 16 of them were between 30 
and 50 years old. Seventeen were women, eight men. 
All were white except for a patient of Mexican-Indian 
descent. All but one had been treated previously with 
one or several of the following: Bismuth, gold, crude 
liver extract, quinine, iodine, vitamin B,2, ultraviolet 
light, x-ray, sun protection and CO, snow. The pa- 
tients served as their own controls since past treat- 
ment had been extensive and unsuccessful. 

Before treatment was started the patients had 
basic laboratory examinations consisting of deter- 
mination of blood sedimentation rate, blood cell 
count, and urinalysis. The latter two were repeated 
at two-week intervals during treatment. None had 
gross evidence of systemic involvement. 

The patients were instructed to take 100 mg. of 
quinacrine hydrochloride (as Atabrine®) three times 
a day for two to three weeks, then 100 mg. daily 
until satisfactory results were obtained. 


From_the Department of Medicine, Subdepartment of Derma- 
tology, University of California School of Medicine, San Francisco. 

Presented before the Section on Dermatology and Syphilology at 
the 82nd Annual Session of the California Medical Association, Los 
Angeles, May 24-28, 1953. 
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° Twenty-five patients with chronic discoid lu- 
pus erythematosus were treated with quinacrine 
hydrochloride for periods of two to six months. 
Twenty-one had satisfactory results. 


RESULTS 


Twenty-one of the 25 patients showed satisfactory 
improvement, seven of them having complete clear- 
ing of lesions. The remaining four did not improve. 
Lesions usually started regressing at the end of two 
or three weeks. Improvement persisted in 12 patients 
for four to six months (the time of most recent ob- 
servation) after cessation of treatment. Three pa- 
tients had relapses following exposure to sunshine 
and all improved again after treatment was resumed. 
These results confirm those reported by other inves- 
tigators and are in accord with opinions expressed 
by many dermatologists in informal discussions held 
during the last meeting of the American Academy of 
Dermatology and Syphilology. It was not known at 
that time that this method of treatment had been 
successfully used in Bulgaria® and Russia® early in 


World War II. 


COMMENT 


There is little question in the minds of the auth- 
ors that quinacrine hydrochloride is the most effec- 
tive agent available at present for treatment of 
chronic discoid lupus erythematosus. The mechan- 
ism of action is unknown, although it may be con- 
nected with the affinity of quinacrine for keratinous 
structures. In the present series the side effects of 
treatment were not serious. Some patients com- 
plained of nausea and diarrhea, which may be alle- 
viated by taking the drug with sodium bicarbonate 
after meals. The pigmentation is definitely disfigur- 
ing, but this is only of cosmetic importance and it 
vanishes a few weeks after cessation of treatment. 
More serious complications—hepatitis, aplastic ane- 
mia, psychoses and cutaneous eruptions—occurred 
during World War II when quinacrine was used to 
suppress malaria in the Pacific command. However, 
the incidence varied between 1 to 1,000 and 1 to 
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2,000 in persons taking quinacrine, and in prac- 
tically all cases the complication occurred after sev- 
eral months of daily ingestion of the drug. 

In the reports in. the literature on the use of 
quinacrine for lupus erythematosus, one case of ane- 
mia from use of the drug was noted in the Sawicky 
series’ and one case of drug eruption in the Wells 
series.'* One case of anemia and one case of lichen- 
oid eruption in subacute lupus erythematosus have 
come to the authors’ attention (not, however, in the 
series here reported upon) and in both the condi- 
tion was reversible. A case of fatal aplastic anemia 
attributed to Atabrine is mentioned in the 1952 
Yearbook of Dermatology and Syphilology.'* 

Although these complications are rare they point 
to the fact that this is not an ideal treatment for a 
disease in which toxicity or hypersensitivity are 
believed to play a part and in which patients have 
a spontaneous tendency to anemia. The follow-up 
periods have not been long enough in any of the 
reported series to know how many patients will 
have relapse and how soon after cessation of treat- 
ment, or whether they will continue to respond to 
treatment after several relapses. Moreover, it is not 
known how many cases will progress to dissemina- 
tion. Therefore, patients receiving quinacrine must 
be observed extremely carefully for long periods 
with repeated physical and laboratory examination. 

Other therapeutic agents are being investigated at 
present, including chloroquine* which is less toxic 
and non-staining. The injection of compound F into 
the lesions, as advocated by Goldman,‘ seems to be 
quite promising. This might be combined with the 
oral administration of quinacrine. However, until 
more data become available on this form of treat- 
ment, quinacrine seems to be the treatment of choice 
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for chronic discoid lupus erythematosus at the 
present time, particularly for patients with multiple 
lesions. 
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Exophthalmos 


Certain Endocrinological Aspects 


BENJAMIN SIMKIN, M.D., Los Angeles; 
DONALD W. PETIT, M.D., and PAUL STARR, M.D., Pasadena 


PROTRUSION OF THE EYES has been noted in associa- 
tion with hyperthyroidism from the time of the 
original definition of that disease. As yet the exact 
cause of this ocular deformity has not been discov- 
ered; its appearance in the absence of thyroid dis- 
ease and after the cure of hyperthyroidism is now 
_well established.'1 Three principal theories have 
been advanced: First, that exophthalmos is the re- 
sult of excessive quantities or abnormal types of 
thyroid hormone; second, that it results from an 
excessive amount of sympathetic nervous activity; 
and third, that the eyes are deformed by the action 
of certain secretions of the anterior pituitary gland. 

The first theory has been discarded, so far as 
primary importance is concerned, for three rea- 
sons: The failure to reproduce the disease experi- 
mentally by feeding large amounts of desiccated 
thyroid to animals; the often increasing degree of 
exophthalmos seen when the thyroid gland is de- 
stroyed, blocked or removed from patients with 
hyperthyroidism; and the appearance of progressive 
exophthalmos in patients with no manifestation of 
thyroid disease. Whether the thyroid gland is neces- 
sary for some sort of triggering or supporting role 
is not yet known. Thus, it is odd that almost never 
is progressive exophthalmos seen in spontaneous 
myxedema. 

The theory that exophthalmos is of neurogenic ori- 
gin received strong support about twenty years ago 
and even had the semi-official blessing of an edi- 
torial in the Journal of the American Medical As- 
sociation." In certain animals, stimulation of the 
cervical sympathetic system will cause a mild and 
apparently asymptomatic protrusion of the eyes. 
Nothing approaching progressive or severe exoph- 
thalmos has been seen in these experiments, and it 
is doubtful if the mechanism described as necessary 
for such forward propulsion of the eyeball can be 
found in the human eye.’ The role of the sympa- 
thetic nervous system in clinical hyperthyroidism 
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¢ The substance isolated from the anterior 
pituitary and responsible for the induction of 
thyroid hyperplasia in the tadpole (TSH) is not 
invariably found in increased amounts in the 
blood of patients with exophthalmos. The blood 
concentration of this substance is inversely re- 
lated to the level of thyroid activity. Thyroid 
extract, pituitary irradiation and adrenocor- 
ticotropic hormone have not been shown con- 
clusively to alter the course of exophthalmos. 


is probably confined to the production of a widen- 
ing of the palpebral fissure.*: 14 

The possible role of the pituitary has been much 
more widely stressed in recent years.* ® % 18,19 Tn 
experiments similar to those previously mentioned, 
in which the feeding of thyroid extract did not pro- 
duce exophthalmos, the administration of an ante- 
rior pituitary extract rich in thyrotropic action 
caused definite exophthalmos in guinea pigs.'* Ex- 
ophthalmos could be produced by that means even 
after thyroidectomy in these animals. Since those 
experiments, great interest has been expressed as to 
the nature and action of the thyrotropic hormone 
from the anterior hypophysis.’ ° 

Thyrotropic hormone (TSH) is one of the six 
well-defined tropic hormones of the anterior pitui- 
tary gland. Like all the other tropic hormones of 
this gland, it is a protein. All the physicochemical 
data on TSH indicate that its molecular weight is 
small, around 10,000.75 

Because of its protein nature and minute concen- 
tration in body fluids, TSH (like the other pituitary 
tropic hormones) cannot be measured or detected by 
chemical means, but must be determined by bio- 
assay procedures. The biological methods that are 
available depend either upon the direct effect of 
TSH on the thyroid gland or upon indirect reaction 
caused by the increased secretion of thyroid hor- 
mone by the stimulated thyroid gland. The direct 
methods have as their criteria of activity: (a) altera- 
tion in histological appearance of the thyroid gland, 
such as increase in the cell height of the thyroid 
follicular cells or increase in the number of intra- 
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cellular colloid droplets of the follicle cells; (b) 
changes in the iodine content of the gland; (c) in- 
crease in radioactive iodine uptake of the stimulated 
gland; and (d) increase in weight of the gland fol- 
lowing stimulation by TSH. 

The indirect methods of assay of TSH involve 
measurement of effects produced through the media- 
tion of increase production of thyroid hormone by 
the TSH-stimulated thyroid gland. Such changes in- 
clude increased basal metabolic rate, increase in 
protein-bound iodine, and induction of precocious 
metamorphosis in the larvae of amphibia. The in- 
direct methods of assay are not used because they 
are not necessarily specific for TSH. 

Of the direct methods, the cell height or micro- 
histometric technique has been most widely used in 
recent years because of the specificity and sensitivity 
of this bioassay procedure. Test animals used for 
this assay have been the guinea pig,’® the one-day 
chick,'* and the starved or stasis tadpole.® The auth- 
ors have employed a modification ‘of the stasis tad- 
pole method” for the bioassay of TSH. The proce- 
dure was chosen because of its great sensitivity. The 
use of the starved tadpole as the test animal has 


increased the sensitivity of this method approxi- 


mately one hundred times over that previously 
achieved with the one-day chick. As little as 0.0007 
J.S.* units of TSH can be satisfactorily measured 
with the tadpole method. Because of its great sen- 
sitivity, this method can be used to detect the very 
minute quantities of TSH circulating in the blood 
of patients and laboratory animals. The end point 
for the assay is the increase in cell height of the 
thyroid follicle cells induced by the injection of TSH 
into the bullfrog tapole. The disadvantages of the 
assay procedure are that it is tedious to perform and 
time-consuming. 

In view of the current prevailing opinion that 
TSH is the factor that causes exophthalmos, the 
authors have done a series of studies to further 
clarify the relationship of TSH to exophthalmos. 
These studies may be summarized as follows: 

1. The injection of thyroid-stimulating doses of 
TSH did not produce exophthalmos in humans.”* 
The parenteral administration of thyroid-stimulating 
doses of three commercial TSH preparations in 13 
patients both with and without thyroid glands did 
not cause significant increase in proptosis in a time 
period of from 3 to 22 days. 

2. Exophthalmic patients do not have higher con- 
centrations of TSH in the blood than do patients 
without exophthalmos. TSH bioassays of the sera 
of 20 exophthalmic patients yielded identical re- 
sults with serum TSH assay of the sera of patients 


*Junkmann-Schoeller unit has a variable definition. In the guinea 
pig it equals the least amount which when given for four successive 
days will cause a detectable change in the thyroid acinar cell. 
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without exophthalmos.** In both groups of patients 
no TSH was detectable in the serum of those who 
were euthyroid or hyperthyroid, but definitely meas- 
urable amounts of TSH were obtained in hypo- 
thyroid patients. 

3. Studies on the distribution of labeled TSH in 
guinea pigs that had had thyroidectomy showed no 
selective localization of the hormone in the orbital 
tissues.” 


4. In careful clinical observation no regression of 
exophthalmos was noted in patients given thyroid 
extract therapy to tolerance. Yet it has been demon- 
strated in hypothyroid patients and in rats without 
a thyroid gland that administration of thyroid ex- 
tract or thyroxine completely suppresses the elevated 
serum TSH levels found prior to treatment.”* 


While these observations do not necessarily dis- 
prove that TSH is the causative factor in exophthal- 
mos, they offer no support for this view. There is 
some evidence that the pituitary hormone respon- 
sible for inducing hyperplasia in the thyroid gland 
may be separate from the substance that brings 
about exophthalmos.®: ° If this is true, then the lack 
of correlation between exophthalmos and the sub- 
stance measured in our present bioassay procedure 
may be explained. The rather scanty evidence of- 
fered, to date, of an interrelationship between 
adrenal activity and exophthalmos deserves further 
study ;* ** at present nothing definitive can be said. 


MEDICAL TREATMENT OF EXOPHTHALMOS 


The multiplicity of treatments used underscores 
the fact that none of them is truly satisfactory. 
Estrogens, androgens, iodides, thyroid extract, pitui- 
tary x-radiation, adrenal steroids, hyaluronidase’? 
and weight reduction are a few of the many thera- 
peutic devices offered. Thyroid substance, either as 
thyroid extract or as one of the purified substances 
such as thyroxine, has been used for a long time. 
There has never been any evidence that it exerted a 
beneficial action in the usual doses employed. It is 
possible that large doses may be helpful. Use of as 
much as 10 to 20 grains would be worth trying if 
care were taken. The amount should be enough to 
raise the metabolic rate, raise the level of protein- 
bound iodine, and greatly suppress the thyroid up- 
take of radioactive iodine. Patients with exophthal- 
mos frequently tolerate doses of thyroid extract 
much larger than do euthyroid patients. 

X-radiation of the pituitary gland has been tried 
repeatedly during the past two decades.'* }° Beier- 
waltes,* the most recent exponent, claimed improve- 
ment in about two-thirds of patients, a proportion 
considerably above that reported by earlier investi- 
gators. Of five patients so treated by the authors, , 
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one had pronounced improvement, one benefited 
slightly and three had no improvement. Further test- 
ing and evaluation of this kind of therapy is needed. 


The adrenal cortical steroids have been suggested 
as a therapeutic agent for exophthalmos because of 
their action on connective tissue, but thus far there 
is no report of a large series of patients so treated. 
The authors’ experience has been negligible in this 
respect. For similar reasons the use of corticotropin 
(ACTH) has been advocated. The authors have 
treated two patients intensively with corticotropin 
given intravenously. Enough was used to produce 
temporary facial deformity (“Cushingoid”) yet no 
change occurred in the exophthalmometer readings. 


This rather dreary recitation of therapeutic inepti- 
tude is relieved by the well known fact that probably 
less than one per cent of the patients with exophthal- 
mos have a problem of such severity as to endanger 
the eye itself. In the overwhelming majority of cases, 
exophthalmos tends to stabilize at a certain level, 
and in many there is spontaneous regression over a 
period of years. In the final evaluation of any thera- 
peutic device against exophthalmos, there must be a 
better attempt to define the natural course of the 
illness. 


960 East Green Street, Pasadena ( Petit) . 
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Exophthalmos 


From the Standpoint of the Ophthalmologist 


DETERMINATION OF THE CAUSE and treatment of 
exophthalmos is one of the most difficult problems 
confronting ophthalmologists. 

Because the orbit is essentially a closed vault, 
except for the eye, the cardinal symptom of retro- 
bulbar, space-occupying lesions is proptosis. There 
are a great variety of benign and malignant tumors 
that may occur in the orbit. They can be best classi- 
fied according to (1) the age of patients in whom 
they develop and (2) their position of growth and 
extension in relation to the muscle cone. 

The primary orbital tumors of infancy and child- 
hood include hemangiomas, gliomas of the optic 
nerve, dermoid tumors, teratomas and various be- 
nign and malignant tumors of mesenchymal origin. 

Gliomas of the optic nerve obviously occur within 
the muscle cone and cause protrusion of the globe 
without lateral or vertical displacement. Such neo- 
plasms arise from the glial cells of the optic nerve 
and/or from the cells of the nerve sheath. A glioma 
may arise as a fusiform thickening of the nerve 
within the orbit or the optic foramen, or within the 
prechiasmal portion of the nerve; and it may grow, 
usually slowly, posteriorly and anteriorly. Although 
gliomas usually are regarded histologically as be- 
nign, they are clinically malignant in that they may 
cause optic atrophy and consequent blindness and 
they may extend posteriorly to invade the brain. 
Gliomas also bring about enlargement of the optic 
foramen and distortions of the pituitary fossa that 
are discernible radiologically. Surgical removal by 
the intracranial route, unroofing the optic canal 
and/or orbit, with subsequent enucleation ante- 
riorly, is the treatment of choice. 

Hemangiomas occur in the same age group and 
within the muscle cone. They, too, may cause en- 
largement of the optic foramen. They permit com- 
pressibility of the globe and often extend sufficiently 
anteriorly so that their presence is indicated by 
discoloration. In young persons they are usually 
radiosensitive. 

Various congenital tumors, including teratomas 
and dermoid tumors, while usually occurring as epi- 
bulbar masses, may grow retrobulbarly and cause 

Part of a Symposium on Exophthalmos presented before the Section 
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¢ There are many causes of abnormal protru- 
sion of one or both eyes, the most common of 
which is imbalance of the glands of internal 
secretion. Among other causes are a variety of 
tumors that originate behind the eye or that 
extend to that location from other parts in the 
body. Infections can extend to the orbit behind 
the eye from the neighboring structures such as 
the paranasal sinuses. Infection may also extend 
to the orbit from distant areas by way of the 
blood and cause exophthalmos. 


exophthalmos. They arise outside the muscle cone 
and therefore may bring about lateral or vertical 
displacement of the globe. Dermoid tumors are often 
situated at orbital suture lines and often extend 
intracranially, a possibility that should always be 
kept in mind. X-ray films should be taken to deter- 
mine the possible presence of bony dehiscence, and 
the ophthalmologist and neurosurgeon should col- 
laborate in the surgical treatment. 

Undifferentiated sarcomas of the orbit are among 
the most malignant neoplasms occurring in child- 
hood. Their origin is obscure, their growth rapid, 
and they spread early and extensively. The least 
malignant of this group are rhabdomyosarcomas. 
Immediate exenteration followed by irradiation is 
the treatment usually considered best. Some observ- 
ers, however, believe that irradiation effects tem- 
porary control by fibrosis and encapsulation. If it 
does, there is some basis for irradiation first, then 
excision. 

There are numerous orbital tumors that occur in 
adults. Hemangiomas are common. They are uni- 
lateral, usually nonmalignant, are often encapsu- 
lated and may frequently produce intermittent ex- 
ophthalmos that can be accentuated by jugular 
compression and dependent position. They may be 
confused with meningiomas because of their ten- 
dency to calcify and to cause hyperostosis of the 
orbit. They are often of the cavernous type, and al- 
though usually roentgen-sensitive, they may be re- 
sistant because of their intervascular fibrosis. 


Meningiomas may arise from the optic nerve 
sheath or from the dural extension along the orbital 
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walls, or they may invade the orbit from adjacent 
structures. They early produce papilledema and 
optic atrophy, often impair ocular motility and pro- 
duce osteoplastic hyperostosis in most instances. 
While they are usually of the common spindle cell 
fibroblastic type, sarcomatous vascular forms do 
occur. Tumors of the latter group and the recently 
described hemangiopericytoma were previously often 
classified as endotheliomas. 

Bony tumors of the orbit cause hyperostosis but 
are differentiated from meningiomas in that they 
usually appear in persons less than 20 years of age, 
whereas the hyperostosis of dural meningiomas does 
not appear in persons younger than 30. 

Mixed tumors of the lacrimal gland obviously 
occur temporally outside the muscle cone and dis- 
place the globe inferiorly and nasally. They often 
cause decrease in the flow of tears, are locally recur- 
rent and destroy bone. They are usually roentgen- 
resistant. They have been called mixed tumors be- 
cause of great stromal as well as cellular change. It 
is now thought by many observers that only the 
cellular elements are significant and that the varied 
stromal changes merely reflect altered degrees and 
types of tissue reaction to parenchymal trauma. 

The various lymphomas form a group of neo- 
plasms that are ill-defined as to origin and are little 
understood as to prognosis. In contrast to lympho- 
cytic lymphomas that occur as solitary, oval, sub- 
conjunctival masses anteriorly, and that are clin- 
ically benign, the retrobulbar lymphomata are of all 
types and may sometimes occur with or give rise to 
widespread, generalized malignant lymphomas. The 
differentiation between chronic inflammation, lym- 
phoma, Mikulicz’s disease, and “pseudotumor” is 
possibly a matter of degree rather than of kind. 
Bone marrow studies and survey of the reticulo- 
endothelial system may establish the diagnosis of 
lymphoma. “Pseudotumor” is accompanied by pain 
and in many cases disappears temporarily with the 
systemic administration of cortisone. All tumors of 
this group are quite sensitive to x-ray. 

Tumors originating in Schwann’s sheath, such as 
neurofibromas of von Recklinghausen, neurinomas, 
neurilomas and melanomas may be primary in the 
orbit and produce exophthalmos. In addition there 
is a great variety of tumors that either extend to the 
orbit from neighboring structures or occur there by 
metastasis from distant origins. Such metastatic tu- 
mors are not uncommon. The possibility of their 
presence must be kept in mind and a diligent search 
made for them in every unexplained case of exoph- 
thalmos. 

Acute inflammation of the orbit often causes for- 
ward displacement of the globe. The most common 
causes of inflammation are bacteremia, extension of 
infection from adjacent paranasal sinuses and the 


76 


teeth, and penetrating and nonpenetrating injuries. 
These conditions may result in periostitis, osteomye- 
litis, subperiosteal abscess, occasionally in a true 
abscess of soft tissue, and at times in thrombophle- 
bitis. Clinically such conditions are characterized by 
edema and redness of the lids, proptosis, limitation of 
motion, pain and tenderness, chemosis and indura- 
tion of the subcutaneous tissues. Usually the signs 
and symptoms of severe systemic infection with 
characteristic changes in the blood and in body tem- 
perature are present. It is to be remembered that 
extraocular muscle paresis can acompany such proc- 
esses. Extension of infection from the paranasal 
sinuses is the most common cause of this group of 
conditions. 

Vascular abnormalities, congenital anomalies, 
trauma, infections or neoplastic processes may cause 
abnormal arteriovenous shunts, which in turn may 
cause pulsating exophthalmos, perhaps intermittent, 
often of variable degree. A thrill may be palpated; 
a bruit may be heard. The central retinal vein may 
or may not be distended and give evidence of de- 
compensation. The episcleral and conjunctival ves- 
sels are usually distended and dilated. Because such 
lesions are often in the wall of the carotid sinus, 
extraocular muscle paresis is usually apparent. The 
vertical muscles are most frequently affected. De- 
pending upon the degree and severity of involve- 
ment and the nature of the structures involved, this 
condition is classified as either the syndrome of the 
orbital apex or the syndrome of the cavernous sinus. 
Vascular abnormalities and accidents are, of course, 
more frequent in the latter category. When the clini- 
cal findings are not conclusive, angiography is per- 
haps indicated, although this diagnostic procedure 
is not without complications. Complete hemiparesis 
may result from injections of radiopaque material 
into ‘the internal carotid artery. Often exploratory 
craniotomy becomes advisable. The author has ob- 
served four cases in which there was abnormal 
arteriovenous communication within the cranial 
vault at the apex of the orbit. Signs and symptoms 
were relieved by ligation of the involved vessels. 
Proptosis may be intermittent and may be influ- 
enced by dependent position and carotid compres- 
sion. Carotid compression may influence the char- 
acter of the bruit. Damage to the trigeminal nerve 
accompanied by disturbances in sensation is not 
uncommon. 

There are numerous systemic lesions that will pro- 
duce unilateral or bilateral exophthalmos. Disorders 
of fat metabolism, the so-called xanthomatoses, may 
do so. Localized xanthoma with deposition of chol- 
esterol may occur within the orbit. More compli- 
cated abnormalities of conjugate fat metabolism 
such as Schuller-Christian disease may produce ex- 
ophthalmos. It is possible to have localized angio- 
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neurotic edema, supposedly owing to allergic re- 
action, that will cause unilateral proptosis. 


The most difficult problem concerning exophthal- 
mos is that associated with endocrine dysfunction. 


Bulging of eyelids with exophthalmos has been 
discussed by Rundle and Wilson,? who described 
the mechanism of exophthalmos and lid protrusion. 
They differentiated bulging from prolapsed fat 
and from edema. The variations in the plane of the 
eyelids, whether shrunken, normal or bulged, reflect 
corresponding variations in degree of orbital filling. 
The clinical characteristics of bulged lids are well 
defined and by considering them together with 
exophthalmometer readings it is possible to differ- 
entiate the particular pathologic process involved. 


Rundle and Pochin* reported upon changes in 
orbital tissue that are associated with thyrotoxicosis. 
They concluded that the exophthalmos in Graves’ 
disease is accounted for quantitatively by increase 
in the bulk of retrobulbar tissue. The increase is 
relatively greatest in the eye muscles, the fat content 
of which may be doubled in thyrotoxicosis. The 
changes are most pronounced in the levator of the 
lid. Smelser* noted that orbital fat contains connec- 
tive tissue septa that absorb water in instances of 
thyrotropic exophthalmos. In experiments, when this 
orbital fat was transplanted elsewhere it still became 
unduly hydrated in the thyrotropic state. Conversely, 
fat lower in content of fibrous tissue that was trans- 
planted to the orbit did not invite excessive water to 
that site and did not produce exophthalmos in experi- 
mentally produced thyrotropic states. 


Mulvany,' in an excellent discussion of exophthal- 
mos, considers two major classifications of the dis- 
ease: thyrotoxic and thyrotropic. In thyrotoxic ex- 
ophthalmos, as Mulvany describes it, the orbital con- 
tents are normal except for the extraocular muscles, 
which are pale, thinned and atrophic and show a 
patchy discoloration caused by an increased amount 
of interfascicular fat. Exophthalmos, more apparent 
than real in this condition, results from the retrac- 
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tion of the lid secondary to overstimulation of 
Mueller’s muscle which is innervated by the sympa- 
thetic system. Mulvany describes thyrotropic ex- 
ophthalmos, in which there is an excess of thyro- 
tropic hormone in the serum, as characterized by 
enlargement of the individual extraocular muscles. 
This increase in size is accompanied by alteration of 
color and consistency. The muscles become pale and 
grayish and their soft structure becomes hardened 
and rubbery. This change is attributed to fibrosis 
and edema secondary to lymph stasis. There is in- 
flammatory infiltration by lymphocytes and plasma 
cells. The pathological process involves the lacrimal 
gland and nerves. The actual amount of orbital fat 
may be decreased. The degenerative processes ade- 
quately explain the permanent muscle paresis that 
is often present. 

In the author’s experience, the division between 
the thyrotropic and thyrotoxic state is variable and 
indistinct. Often patients show varying degrees of 
both syndromes. The problem then is most difficult 
and at times requires consultation of internist, oph- 
thalmologist and neurosurgeon. 

Too often treatment becomes symptomatic and is 
directed toward the various complications that may 
arise. Recession of the levator muscles is often nec- 
essary to protect the cornea. Suturing of the lids may 
be extremely difficult. Despite the efforts of the in- 
ternist and the ophthalmologist, decompression of 
the orbit may be advisable. 

' 2010 Wilshire Boulevard. 
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Exophthalmos 


From the Standpoint of the Otolaryngologist 


EXOPHTHALMOS may be classified as of two kinds, 
one due to inflammatory process and the other to 
new growth. 

Invasion of walls and the contents of the orbit by 
infection arising in the paranasal sinuses is not com- 
mon. The incidence is highest in children and young 
adults, probably because infection of the upper res- 
piratory tract is common in this age group. The 
infection spreads from the sinus to the orbit by 
direct extension or by a phlebitic process through 
the bony walls. In infants and young children the 
ethmoid cells are most often the means of invasion, 
principally because the ethmoid labyrinth, in con- 
trast to the other nasal sinuses, is reasonably well 
developed at birth and is separated from the orbit 
by the very thin lamina papyracea. This paper-like 
bone is likely to have many dehiscences that permit 
easy extension of the infection into the orbit. In 
young adults, extension is most often through the 
thin floor of the frontal sinus into the orbit, and the 
complication is most likely to occur in beetle-browed 
persons with large frontal sinuses. 

Osteitis occurs first, then edema of the orbit. Sup- 
puration may not take place. When bone necrosis 
develops, subperiosteal abscess results and it may 
rupture through the lid or into the orbital contents 
through the periosteum and cause the formation of 
orbital abscess or cellulitis. The more severe forms 
are probably due to septic venous thrombosis and 
the cavernous sinus or meninges become involved 
before suppuration can occur into the orbit." 

Simple edema of the orbit is marked by orbital 
pain, a rise in temperature and the appearance of a 
dusky red color and soft edematous condition of the 
lids without impairment of motion of the globe and 
with no change in vision. If a subperiosteal abscess 
forms, the edema of the lids increases'and they be- 
come hard, red and tender and the pain increases. 
Movement of the eyeball is painful and limited. If 
the abscess ruptures through the frontal floor, the 
globe is displaced downard and forward, and if the 
lamina papyracea is the site of perforation the 
globe is moved forward and outward. When pus 
forms in the orbit proper, there is very pronounced 


~~ Pare of a Symposium on Exophthalmos presented before the Section 
on tye, Har, Nose and Throat at the 82nd Annual Session of the Cali- 
fornia Medical Association, Los Angeles, May 24-28, 1953 
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¢ Exophthalmos may be due to an inflammatory 
process or to tumor formation. Inflammatory 
processes are most likely to occur in children 
and young adults. Tumors are the most com- 
mon cause of exophthalmos in adults. 

Since the advent of chemotherapy and the 
antibiotics, rarely does orbital cellulitis de- 
velop from sinal infection. ; 

Tumors causing exophthalmos are likely to 
be benign if they arise from the frontal sinus 
and malignant if they arise from the maxillary 
and ethmoid sinuses. 


exophthalmos, extreme chemosis of the conjunctiva, 
immobility of the globe, interference with vision and 
septic fever.! 

Since the advent of chemotherapy and the anti- 
biotics, the inflammatory process rarely develops 
into abscess formation and drainage of orbital cellu- 
litis secondary to acute ethmoiditis is not often nec- 
essary. However, it is recommended that in acute 
frontal sinusitis with orbital cellulitis, drainage by 
trephination through the floor of the sinus be car- 
ried out early. 


BENIGN AND MALIGNANT TUMORS 


Benign new growths of the paranasal sinuses that 
may extend into the orbit almost always involve the 
frontal sinus and most commonly are mucoceles or 
osteomas. 

A mucocele is a secreting cyst which, through 
pressure, causes atrophy of the wall of the sinus, 
permitting the tumor to extend into the orbit and 
displace the globe. Such tumors usually grow slowly 
and rarely cause inflammation. 

Osteomas are far less common. Over 80 per cent 
arise from the frontal sinus. When small and con- 
tained within the sinus the tumors produce no symp- 
toms. When large they cause pressure atrophy of the 
wall of the sinus and displacement of the globe. 
They appear as bony tumors on x-ray films. Muco- 
celes and osteomas should be completely removed 
by means of an external fronto-ethmoid operation. 

Sarcoma and carcinoma occur with about equal 
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frequency in the paranasal sinuses. Sarcoma may 
develop at any age but carcinoma seldom occurs 
before the age of 40. The maxillary sinus is the most 
common site of origin, with the ethmoid cells next. 
Rarely is the frontal sinus involved. Sarcomas may 
be of several kinds — spindle-celled, round-celled, 
lymphosarcoma, giant-celled, osteosarcoma and an- 
giosarcoma. Carcinomas are usually squamous cell 
epitheliomas, but adenocarcinomas and basal-celled 
forms also occur. Squamous cell carcinoma is the 
malignant growth that occurs most often in the nasal 
fossae and paranasal sinuses. It occurs more fre- 
quently in the maxillary sinus than in all the other 
paranasal sinuses combined.' 

Malignant new growths of the nasopharynx may 
spread into the sinuses and invade the orbit. How- 
ever, this is usually a very late complication. 

In the case of malignant new growths beginning 
in the antrum there is pain in the upper teeth and 


cheek, followed by swelling in the cheek, anesthesia 
of the skin and bulging of the naso-antral wall with 
upward displacement of the orbital contents. Eth- 
moid growths soon break into both the nasal cavity 
and the orbit and cause epiphora, diplopia, exoph- 
thalmos with a palpable tumor in the orbit, nasal 
obstruction, foul bloody discharge, epistaxis and 
severe pain. Metastasis to the upper deep cervical 
lymph glands, usually on the side first involved, 
often to both sides later, takes place early or late 
depending on the degree of malignance.' The prog- 
nosis is very grave in such cases. If metastasis has 
occurred the growth is subject only to palliative 
radiation. With less malignant forms, wide surgical 
removal offers some hope. 
2200 West. Third Street. 
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Insist on National Health Insurance 


SPOKESMEN for the AFL and the CIO have informed the House Interstate and 
Foreign Commerce Committee they still favor a compulsory national health plan 
as “the only adequate answer to the need of our people.” Not all labor witnesses 
took the all-or-nothing position. A. J. Hayes, president of the International 
Association of Machinists and former member of the Truman Health Commis- 
sion, testified: “Since it appears that the chances of achieving the ultimate solu- 
tion are fairly remote, we will cooperate in any program which is a step in the 


right direction.” 
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Rehabilitation After Laryngectomy 


THE DIAGNOSIS of carcinoma of the larynx and treat- 
ment by laryngectomy when necessary are so well 
standardized at present that the remaining major 
problems in dealing with patients with carcinoma of 
the larynx requiring radical operation are how to 
make the diagnosis earlier and deal with recurrence, 
and how to rehabilitate patients adequately after 
operation. 

By earlier diagnosis the 60 to 65 per cent five-year 
survival rate which now obtains with laryngectomy 
may be increased, and also the need for total laryn- 
gectomy may be lessened if treatment can be started 
when the lesion is still in a stage at which partial 
laryngectomy or x-ray may be used with a reason- 
able chance for success. In spite of the emphasis 
placed on early diagnosis and cancer detection, all 
too frequently a patient does not consult a physician 
until long after that stage. 


MENTAL PREPARATION OF PATIENT 


Even if total laryngectomy is necessary, however, 
very satisfactory rehabilitation may be brought 
about. A person confronted with the advice of laryn- 
gectomy is naturally disturbed, not only by the 
knowledge that he has cancer but also by the fact 
that the only means of successful treatment entails 
loss of his voice forever. How will he be able to 
work and communicate with his family and friends? 
This is so upsetting that not infrequently the patient 
is anxious to seek another form of treatment even 
though the chance of cure be less. Fear of loss of 
the voice has too frequently caused a patient to ac- 
cept less than he needed in treatment and has influ- 
enced a physician toward conservatism later to be 
regretted. Laryngectomy is not to be feared to that 
degree, inasmuch as useful and adequate vocal re- 
habilitation may be attained in a few weeks with a 
little work. Esophageal speech can be learned read- 
ily by anyone who can swallow and belch under 
control. 

There is nothing new about the phenomenon of 
esophageal speech. Czermak (as cited by Morrison’) 
in 1859 reported a case of a young girl with com- 
plete laryngeal obstruction who spoke with an eso- 
phageal voice. Examples of it following laryngec- 


From the Los Angeles Eye & Ear Hospital. 


Presented before the American me of Surgeons Sectional Meet- 
ing, Los Angeles, March 30-31, 1953. 
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* Vocal rehabilitation after laryngectomy, 
using esophageal speech, may be achieved by 
any patient who can swallow and who has good 
hearing, provided he is psychologically pre- 
pared before operation and begins trying to 
learn soon after operation. 

A patient passes through the early postoper- 
ative period much more easily if he knows that 
within a few short weeks a useful method of 
communication can be learned. 

Instruction by a person who has had laryn- 
gectomy has psychic as well as didactic advan- 
tages. 


tomy have probably been known dating back to the 
early history of laryngectomy, which was first per- 
formed for carcinoma by Billroth in 1873. In 1895 
J. Solis-Cohen demonstrated a patient who devel- 
oped a successful esophageal voice after laryngec- 
tomy, and many others have since reported instances 
of patients who “discovered” useful voices spon- 
taneously. With the advent of more frequent use of 
the operation and the realization of the need for 
rehabilitation, there has been considerable emphasis 
placed on systematized instruction for persons who 
have had laryngectomy. 

Vibration of the soft tissues at the pharyngo- 
esophageal sphincter may be achieved by mobilizing 
air in the upper portion of the esophagus. Sounds 
thus appropriated from a false larynx may with 
practice be refined into speech which is adequate to 
carry on ordinary communication. A person who is 
to have laryngectomy should be informed that un- 
aided speech may be developed afterward. He can 
then meet patients who have made a satisfactory ad- 
justment, and this is often sufficient to give him 
confidence when he needs it most. Experience has 
proved that a patient properly prepared mentally for 
laryngectomy goes through the operation easily and 
the postoperative period is not marked by depression. 


METHOD OF INSTRUCTION 


Rehabilitation of a patient after laryngectomy and 
the teaching of esophageal speech is best carried out 
by another person who has had his larynx removed 
and has learned to speak. At the Los Angeles Eye & 
Ear Hospital the speech class is taught by such 
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a person—Dr. Frank O. Brigham. The method de- 
veloped by Mrs. Mary A. Doehler of the Massachu- 
setts Eye and Ear Infirmary has been found to be 
very satisfactory. There is great psychological ad- 
vantage in having an instructor who speaks as his 
pupils must learn to speak. Not only does the patient 
learn more quickly, but he is encouraged by exam- 
ple to adjust to his changed condition. Group instruc- 
tion is also very helpful in achieving adjustment to 
life without a larynx. It has been found advisable for 
patients to begin early and to have a few hours of 
private instruction to develop the rudiments of eso- 
phageal speech. They can then continue with private 
instruction or join the class along with pupils in dif- 
ferent stages of progress. Periodic visits to the class 
after the development of an adequate voice are 
desirable in order that minor defects in speaking 
may be corrected and the graduates may have an 
opportunity to encourage beginners. It is well to in- 
clude these visits with regular postoperative medical 
observation. 


As soon as the feeding tube is removed and the 
patient is able to swallow he is ready for instruction. 
This is usually on the fifth or sixth postoperative day. 
Progress in actual production of voice may take from 
several days to weeks but the psychological advan- 
tage of an early start is great. By the time the patient 
is ready to be discharged from the hospital, usually 
on the tenth postoperative day, he has already had 
several speech lessons and not infrequently he is able 
at this early date to say monosyllabic words. Once 
the knack of swallowing and belching is learned, the 
sound can be refined into speech, using the tongue, 
teeth and lips. 


A carbonated beverage is often useful in the early 
stages to give the patient the idea. At first a person 
must swallow for each syllable but with practice in 
counting and saying simple combinations of conso- 
nants and vowels, polysyllabic words and then sen- 
tences are learned. There is a tendency for the begin- 
ner to attempt to speak with the reservoir of tracheal 
air and to breathe in and out as if he had a larynx. 
Swallowing is sometimes noisy and blots out the 
voice. However, as facility in swallowing and belch- 
ing improves, extraneous tracheal noises and audible 
deglutition is reduced to a minimum and there is 
rapid progression to satisfactory speech. 


A certain degree of relaxation is necessary to de- 
velop a satisfactory voice. The beginner is often 
tense and attempts to swallow without relaxing. He 
may also try too hard, attempt to speak too loudly 
and spend all his reservoir of air on one or two 
syllables. Exaggerated lip, tongue and pharyngeal 
movements may appear. These tendencies are most 
difficult to deal with and overcoming them takes 
constant work and practice. 
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It is preferable for patients to discard the tracheal 
cannula in order to develop the best esophageal 
voice. A special effort is made to shape the tracheal 
stoma at operation so that it will be widely patent 
and that after a few weeks the patient will only need 
to wear a gauze bib over the opening. 

Preoperative training has not been considered use- 
ful or practical inasmuch as esophageal speech seems 
somewhat easier after the larynx is removed. More- 
over, even if the patient could not learn preopera- 
tively, operation still would have to be carried out. 


RESULTS OF INSTRUCTION 


Since the beginning of speech rehabilitation in- 
struction at the Eye & Ear Hospital in January 
1949, 111 pupils have attended classes, 102 men and 
9 women. Two pupils did not have laryngectomy but 
had severe laryngeal injury. One of them, who had 
complete laryngeal obstruction following radiation 
treatment, developed a very satisfactory voice. The 
other, a 19-year-old boy who had severe laryngeal 
injury, did not learn well. The age range of the men 
was from 19 to 78, and of the women from 39 to 73. 
As might be expected, in general the women learned 
to speak better than the men. Only one of the women 
did not develop a satisfactory voice. One woman, 61 
years of age, who developed an excellent voice but 
with pronounced lowering of pitch said that her 
major problem was that her young grandchildren 
now called her grandpa instead of grandma. Many 
pupils reported that their best listeners after laryn- 
gectomy were children. Perhaps this can be ascribed 
to acute hearing and unfettered minds. 

Failure to master esophageal speech after an ade- 
quate trial occurred in several situations. As might 
be expected, impairment in hearing presents a seri- 
ous handicap. There were 8 patients in this classifi- 
cation, and all of them failed to learn. Patients who 
begin to take instruction too long after operation, 
either after other methods of communication have 
been depended upon or after a state of complacency 
has been reached, have difficulty in learning esopha- 
geal speech. Seven patients who tried to learn after 
periods of 1 to 23 years had elapsed since laryngec- 
tomy were unable to do so. In general, elderly pa- 
tients appeared to learn slowly, and several in the 
70- to 80-year bracket did not do well although they 
had good hearing. Persons speaking a foreign lan- 
guage are naturally more difficult to teach. Two in 
this category in the present series have not made 
satisfactory progress. 

There can be no doubt that one of the most valu- 
able assets in the learning of esophageal speech is the 
will to do. Without the desire and the expenditure of 
effort, all teaching is futile. Some of the patients 
gave up too easily or just did not try. Perhaps they 
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were not properly prepared psychologically before 
operation. Fortunately they can fall back upon arti- 
ficial speaking devices such as the electric larynx, 
which are better than nothing. 

Excluding the patients who did not learn for one 
or another of the reasons mentioned, approximately 
70 pupils were serious students of esophageal speech. 
Almost all of them developed a satisfactory and use- 
ful voice and made a good adjustment to the changed 
state after laryngectomy. Some of them probably 
would have developed a usable voice without in- 
struction, but in all likelihood the teaching and 


classwork greatly increased the number successfully 
rehabilitated. Many of the pupils are working at their 
former jobs in all walks of life and are in general 
as happy as if they had a larynx. One well adjusted 
pupil said, “You know, in the past three years I have 
found out that most people talk far too much any- 
way.” 
500 South Lucas Avenue. 
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Tax Deductions 


THE HOUSE WAYS AND MEANS COMMITTEE voted to increase tax allowances for 
medical expenses by providing that medical costs can be deducted from taxable 
income if they exceed 3 instead of 5 per cent of adjusted gross income. 

Maximum limitations for deductions would be doubled from $1,250 to $2,500, 
multiplied by the number of exemptions, with a limitatidn of $5,000 on single 
taxpayers and $10,000 for heads of families or married couples filing a joint 
return. These limits also double those in present law. The tax loss is estimated 
at about $119,000,000. 

Under the new proposal costs of medicines and drugs could be included in 
medical expenses only to the extent these items exceed $50 or 1 per cent of 
adjusted gross income, whichever is greater. At present it is generally accepted 
that all medicines and drugs can be included. The government expects by this 
change to add $40,000,000 in tax money. 

Transportation expenses, where travel is prescribed by a physician, could be 
deducted but not the cost of meals or lodging. A decedent’s medical expenses 


also could be deducted if paid by his estate. 


—A.M.A. Washington Letter 
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Radiation Therapy in Diseases of the Eye 


RECENT ADVANCES in engineering, new discoveries in 
nuclear physics and the development of more appro- 
priate clinical techniques have resulted in consider- 
able progress in radiation therapy of diseases of the 
eye, as also a gratifying trend toward more frequent 
consultation between ophthalmologist and radiolo- 
gist. The purpose of this paper is to review the phys- 
ical principles upon which current radiation therapy 
of diseases of the eye is based, to discuss some of the 
effects of radiation on the normal tissues of the eye 
and eyelid, and to report on the clinical experience 
of treating diseases of the eye at the University of 
California Hospital. 


PHYSICAL AND TECHNICAL CONSIDERATIONS 


With various qualities and types of radiation, 
such as beta rays, low and high energy x-rays, and 
gamma rays, some degree of selectivity can be 
achieved in irradiating diseased tissue while pro- 
tecting normal tissue as much as possible. In the 
case of superficial lesions, for example, low energy 
radiation may be applied directly to the involved 
area, depth of the dose being limited by the range of 
the particles or photons. Similarly, in radiation to 
the anterior ocular segment, special equipment di- 
rects the x-rays tangentially to the globe, thereby 
protecting the lens. Conversely, if it is desired to 
irradiate deeper tissues and at the same time protect 
the superficial tissues from unduly large amounts of 
radiation, more penetrating forms of radiation may 
be applied over a number of fields to converge on 
the target. 

The modern armamentarium includes various 
sources of beta rays and many forms of x-ray gen- 
erators. Among the former are the naturally occur- 
ring elements of radium,* radon,'® 1*: *° and radium 
D and E,*" as well as the artificially radioactive ele- 
ments, strontium,’ ruthenium,’ and phosphorus.'® 
Beta radiation is absorbed in from 1 to 5 mm. of 
tissue; and with energy up to 2 mev. (million elec- 
tron volts), the dose decreases inversely to the 
square of the depth of penetration. Hence, the super- 
ficial layers of any tissue will receive a high dose, 
while at 2 and 4 mm. the dose will be one-fourth 
and one-sixteenth as great, respectively. 

*From the Department of Radiology, University of California 
School of Medicine, San Francisco (Sherman), and the Department 


of Ophthalmology, University of California School of Medicine, San 
Francisco (Hogan). 
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¢ Because of the wide variety of x-rays now 
available, selectivity is possible and important 
in treatment of diseases of the eye. By the use 
of short-range radiation, newly developed eye 
shields and the insulation of the eyelid itself, 
and by careful angulation of the beam, the de- 
sired irradiation can be given where it is needed 
without injury to surrounding tissues. The authors 
have found the 50 kv x-ray unit to be the most 
reliable and adaptable for most circumstances. 

The skin of the eyelid reacts to irradiation 
more sensitively than other tissues. The cornea 
reacts with keratitis and sometimes intractable 
ulceration. The iris, uveal tract and retina are 
less seriously affected. 

At the University of California Hospital irra- 
diation has been found satisfactory for treat- 
ment of corneal ulcer, keratitis, pterygium, cer- 
tain types of conjunctivitis, episcleritis, corneal 
vascularization, iritis, uveitis, and hemangioma. 
Irradiation may be of great benefit in absolute 
glaucoma with pain and blindness. Of 42 pa- 
tients with carcinoma of the eyelid treated be- 
tween 1935 and 1946, 27 had no recurrence in 
five years, 5 had recurrence, 7 died of other 
causes and follow-up was incomplete on 3. 
Good cosmetic result was usually achieved. No 
recurrence has been observed in 22 patients 
treated since 1946. Irradiation has been used 
with success in other kinds of cancer of the eye 
structures. 


Among the x-ray generators in current use are the 
superficial therapy units, such as the Phillips 50 kv, 
the Chaoul 60 kv, the Grenz ray apparatus (Bucky), 
the newer units equipped with beryllium window 
tubes, and the higher energy units providing x-rays 
of a wide range of quality, the half-value layers 
ranging from 1 mm. of aluminum to 4.5 mm. of 
copper.’ ®: 1% 2 22,27 Supervoltage equipment has 
little place in the treatment of eye diseases per se, 
but is often useful in the management of the deeper 
seated retrobulbar lesions. 

Special Techniques: In treating lesions of the eye- 
lid, or certain structures of the eye, it is imperative 
to confine the radiation to the diseased tissues. Lead 
shields, 2 mm. thick, coated with paraffin, and 
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shaped to the contour of the eye, are suitable; con- 
ventional plastic contact lenses coated with lead 
1 mm. thick are also satisfactory. Drew and Jones® 
measured the dose to the lens under this protection, 
using a special tissue-equivalent phantom. The quali- 
ties of x-rays studied ranged from 0.1 to 0.7 mm. 
copper half-value layer. A field of 6x8 cm..was used 
with the eye shield placed in the center, simulating 
subpalpebral insertion of the shield. The dose at the 
significant site (lens) was found to be approximately 
5 to 7 per cent of the dose to the unprotected sur- 
face. When the shield was placed over the eyelid the 
dose was increased from 8 to 11 per cent. In the 
absence of scatter, the direct x-ray transmission 
through the shield was between 0.5 and 1 per cent. 
Therefore, the dose of radiation to the sensitive 
regions of the eye would be due almost entirely to 
scatter. Drew and Jones concluded that the sub- 
palpebral method of insertion of the shield is the 
most effective method of protecting the globe. 
Walton”® recently described a technique of limit- 
ing the x-rays to the superficial tissues of the ante- 
rior segment of the eye by the use of a special appli- 
cator which directs the beam tangentially to the 
anterior surface of the eye. The mounting is so 
arranged and shielded that the lower surface of the 
applicator tube lies in the same plane as the central 
axis of the x-ray beam, thus cutting off the lower 
half of the field and providing an upper portion with 


a sharply defined lower edge. The accuracy of the 
alignment is checked through a periscope cone. The 
fall-off in dosage across the cornea from the temporal 
to the nasal side obeys the inverse square law closely. 


When so small an amount of tissue is irradiated the 
effect of scatter on the dose can be disregarded. 
Walton found that for the average cornea 12 mm. 
in diameter the fall-off was less than 10 per cent, 
and no scatter to the tissues beyond the plane of the 
limbus was detectable. He also described a method 
designed to give a maximum dose on the retina while 
avoiding the lens. A modification of the frequently 
used 90° angle technique, it consists of directing the 
x-ray beam to the globe from the temporal and nasal 
side at a 45° angle to the sagittal plane. The dose 
received by most of the retina is approximately 150 
per cent of the surface dose except in nasal and tem- 
poral portions, where the radiation is received from 
only one beam and is about 95 per cent of the surface 
dose. The point of maximum dose is on the vitreous, 
where supposedly it does no harm. If this technique 
is properly carried out, the lens receives neither 
direct nor appreciable scattered radiation. 

Martin and Reese! ** described still another 
method of delivering large doses of radiation to the 
posterior aspect of the globe in the treatment of 
bilateral retinoblastoma. This procedure is used 
when one eye has been enucleated, a condition which, 
incidentally, facilitates beam direction. Circular por- 
tals about 2.5 cm. in diameter are used, fitted with 
special cylinders to assure accuracy of beam align- 
ment. (It was felt that larger portals would be highly 
injurious to the cornea, lens, and conjunctiva.) Two 
portals have been designated: (1) a temporal’ portal 
lateral to the outer canthus, and (2) a nasal portal on 
the opposite side of the bridge of the nose, the beam 
being pointed contralaterally and slightly backward. 


TABLE 1.—Depth dose data for superficial therapy 


Physical Factors In Air 


50 kv, 2 ma, 100 104 


4.04 cm, tsd, 5 100 108 
1.0 cm. diam. field* : é : 100 109 


Filter 


50 kv, 2 ma, 100 107 
4.04 cm. tsd, , 100 110 
2.4 cm. diam. field*: 100 112 


50 kv, 2 ma, 100 104 
2.0 cm. tsd, 4 100 107 
1.0 cm. diam. field* : 100 108 


50 kv, 2 ma, 0 100 106 
2.0 cm. tsd, 100 109 
2.4 cm. diam. field* : 100 111 


100 kv, 10 ma, 
30 cm. tsd, ; 
2.5 cm. diam. field? : ; 100 106 


100% 


*Philips Metalix Corporation Contact Therapy Apparatus Technical Data. 


At Surface 


Dose in Roentgens 


T 
Tolris To Mid-lens To Vitre- Poshaheunt Retina and 
To Cornea (0.3- and Uvea_ ous Body Retina Optic Nerve 
(0.1 cm.) 0.32cm.) (0.5cm.) (1.0cm.) (2.0cm.) (2.5 cm.) 
90 65 52 32 13 9 
95 79 69 47 26 18 
98 85 74 53 31 23 


92 68 53 34 14 
99 82 72 50 26 
103 87 78 57 34 


81 54 41 21 6 
95 70 59 34 12 
99 78 68 39 16 


86 64 49 23 8 
90 71 52 36 15 
94 73 62 40 18 


To Central 


104 94 86 
41% 91% 12% 


Glasser, Quimby, Taylor, and Weatherwax: Physical Foundations of Radiology, Paul B. Hoeber, Inc., 1949. 


tSee Reference 7. 
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Table 1 indicates how the variation in technical 
factors affects the dosage to parts of the eye. More 
detail is given in Table 1 for the 50 kv unit because 
the authors have found this unit to be the most re- 
liable and adaptable for most circumstances. How- 
ever, theoretical advantages have been claimed for 
other units and applicators in the treatment of super- 
ficial ocular lesions, and no doubt they may be supe- 
rior in special circumstances. Figure 1 illustrates the 
dimensions referred to in Table 1, while Chart 1 
shows comparative depth dose data for four different 
qualities of radiation. 


EFFECTS OF RADIATION ON THE NORMAL STRUCTURES 
OF THE EYE 


The biological effects of radiation on the eye have 
been reviewed in detail by Warren,®® Desjardins,® 
Cogan,*® Hunt,!? Reese,** and others. Also, recent 
experimental work by Poppe,”! Von Sallmann,”* and 
Hughes and Iliff'® has added to the knowledge ob- 
tained from clinical observations. 

Reese** described a sequence of stages of reaction 
in various ocular structures following extremely 
large doses of radiation: “Superficial punctate kera- 
titis, pannus formation over the lower third of the 
cornea, extension of the keratinized half of the lid 
margin over the gray line toward the conjunctiva, 
xerosis of the conjunctiva and cornea, and, finally, 
entropion of the lid margin, symblepharon and con- 
traction of the palpebral aperture.” 


Eyelids: The skin of the eyelid reacts in the same 
way as that of the rest of the body except that it is 
more sensitive, probably because of the thinness of 
epidermis. When treatment is given in daily frac- 
tions over three weeks or more, as in the case of can- 
cer therapy, erythema increases as treatment pro- 
gresses. Moist epidermitis may develop if the dose 
is sufficiently high, but usually heals within six to 
eight weeks after treatment, with complete epitheli- 
zation. Residual atrophy of the skin often develops. 
This depends on the total dose delivered. With 
small doses, there is temporary loss of the cilia, but 
with large doses, such as are used to treat cancer, 
this effect is usually permanent. Atrophy of the tar- 
sus has been reported as causing widening of the 
palpebral aperture. Another effect which has been 
noted is disappearance of the firm elastic tissue along 
the lid margin that makes it soft and pliable. Later 
effects are depigmentation, which is more frequent, 
and patchy pigmentation and telangiectasia, occur- 
ring occasionally, 


Conjunctiva: Conjunctival tissue, like most mu- 
cous membrane, is quite sensitive to radiation. The 
degree of reaction depends on the total dose as well 
as the time over which it is given. At times the re- 
action consists of mild edema, hyperemia, and epi- 
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Figure 1.-—Tissue dose at various levels of the eye. 


au & Ue +ood 









NN 


e 
4 
° $0 KV 
9 \ 2.0 cm.TSD No added filter 
g ‘ 
g 3 \ 
S 7 $r90 
H 6 . 
x Ns ‘ 
3 


SUPERFICIAL RADIATION THERAPY 
COMPARATIVE DEPTH DOSE DATA FOR FOUR 
QUALITIES OF RADIATION 


~.20cm TSD lcm oa Fred 
No added filter 


1 
O10305 10 1s 20 25 
DEPTH IN CM. 


Cuarr 1.—Comparative depth dose data for four differ- 
ent qualities of radiation. 


phora. Occasionally, following intense treatment, 
there is pronounced conjunctivitis accompanied by 
photophobia and lacrimation. 


Cornea: The cornea is relatively insensitive to 
small doses. However, with larger doses a definite 
corneal reaction is to be expected, essentially that of 
superficial keratitis. With x-rays of conventional 
energy range, doses from 4,000 to 6,000 r cause 
keratitis to develop in several weeks, the time de- 
pending on the fractionation rate. The lesion may 
be limited to superficial epithelial keratitis, but the 
deeper layers are often involved, and an intractable 
ulcer may result. Even when frank ulceration does 
not develop, the keratitis may persist for months, 
with severe photophobia and epiphora. Frequently 
xerosis follows, presumably owing to radiation atro- 
phy of the lacrimal and mucous glands. 


Tris: Proliferation and migration of the pigment- 
containing epithelium of the iris have been observed 





by Reese,** who noted an increase in the number of 
clump cells, an appearance of pigment dust over the 
surface of the iris, and an appearance of pigment 
deposits on the posterior surface of the cornea. He 
further observed an atrophy of the pigment-contain- 
ing epithelium of the iris, permitting the light to pass 
readily through it. However, the iris and the uveal 
tract are not greatly affected by usual therapeutic 
doses. 


Retina: Cogan* stated that x-rays have relatively 
little effect on the retina. He quoted Hoffmann as 
stating that thickening of the arteries and chromatol- 
ysis of the ganglionic cells have resulted from roent- 
gen radiation, and further stated that retinal changes 
perhaps occur more frequently than described. He 
cited a case in which occlusion of the central retinal 
vein was noted six months after the administration 
of 4,000 r. Retinal plication has been observed after 
extensive radiation. 


THERAPEUTIC CONSIDERATIONS 


Nonmalignant Lesions of the Eye and Its Adnexa: 
Many inflammatory lesions reportedly are benefited 
by radiation; the literature is voluminous (exten- 
sively reviewed by Desjardins® and others). In the 
authors’ experience, however, only a few conditions 
respond sufficiently well to justify the use of radia- 
tion. Radiation should be used only when it is the 


best treatment available, and late complications 
should be avoided by keeping the dose as low as is 
compatible with a satisfactory result. 


As previously mentioned, there are many ways in 
which ionizing radiation may be administered. In 
recent experience the authors have found x-rays gen- 
erated by 50 or 100 kv satisfactory for most pur- 
poses. Radon bulb ophthalmic applicators and radio- 
active strontium applicators* have not been used at 
the University of California Hospital. 


The findings here reported cover cases treated at 
the University of California Hospital from 1935 to 
1952. Recently certain forms of conjunctivitis have 
been cured with compound F, and such diseases as 
episcleritis and recurrent catarrhal infiltration of the 
cornea have been reported as responding well to 
topical cortisone. Further evaluation will be neces- 
sary to prove whether these agents are more eflica- 
cious than x-rays. 


*Friedell’ has advocated the use of the Sr ophthalmic applicator 
in a number of conditions, all treatments being given by direct contact 
in a dose of 325 reps in one minute approximately once a week to a 
total of approximately 1200 reps for most lesions (superficial tumors 
of the lids and conjunctiva, vernal conjunctivitis, anterior segment 
tuberculosis, vascularization of cornea, and corneal ulcers). In a per- 
sonal communication, Friedell pointed out that the present dosage 
schedule is considerably higher. He stated that he delivered from 600 
reps to 1200 reps per treatment at weekly intervals, for total doses as 
high as 5000 reps to 8000 reps wherever necessary. Also, he pointed 
out that there are differences as great as 50 per cent in the ratings of 
different applicators. 
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Corneal Ulcer: Most patients were referred be- 
cause of failure to heal or respond to a variety of 
treatments. From 1942 to 1952, ten patients were 
treated. 

The lesions were first reported from a month to 
four months prior to x-ray therapy. In most instances 
treatment was given with 100 kv x-rays (HVL 1.04 
mm. Al); 30 r to 50 r (air) every 5 to 7 days for 3 
to 4 treatments. The total dose in most cases was 
200 r (tissue dose) in two to four weeks. The results 
were satisfactory in seven of the ten patients, heal- 
ing the ulcer and relieving pain. 

Episcleritis: Only one patient was treated. The 
lesion had existed for about four years, with fre- 
quent intermittent episodes of acute pain. With 100 
kv x-rays (HVL 2.4 mm. Al), 3 treatments were 
given in 15 days, a total of 300 r (tissue dose). There 
was marked improvement with almost complete sub- 
sidence of the lesion. Five months later an exacerba- 
tion occasioned a second course of treatment (300 r 
tissue dose); to date there has been no recurrence. 


Keratoconjunctivitis: Between 1947 and 1949 
three patients were treated. One of these patients was 
to have a corneal transplant and, because of existing 
inflammation, was given preoperative treatment. 
With 100 kv x-rays (HVL 2.4 mm. Al), a total of 
750 r (tissue dose) was given through the closed 
eyelid in 6 treatments over 15 days. The condition 
improved, and no flare-up was noted following op- 
eration. 


In the second case (bullous keratitis, keratectasia, 
and secondary glaucoma), the patient was also 
treated with 100 kv x-rays (HVL 1.04 mm. Al). A 
total of 200 r (tissue dose) was given in 12 days, in 
4 treatments. Immediate subjective improvement was 
noted, but later results are not known since the pa- 
tient did not return for follow-up examination. 

In the third case (keratoconjunctivitis with cor- 
neal infiltration and ulceration), 100 kv x-rays 
(HVL 2.4 mm. Al) were used. The left eye received 
a total of 100 r (tissue dose) and the right eye, 30 r 
(tissue dose). The lesions were reported improved 
except for slight residual scarring. 


Pterygium: It has been the authors’ policy to use 
radiation therapy only for pterygia of the fleshy, 
vascular type, for those which recurred after op- 
eration, and those in which progression was noted. 
In the past five years, six patients have been treated. 
The lesions were all located medially and were found 
to have been present from two months to ten years. 
Treatment was given with the 50 kv unit. The usual 
total dose to tissue was approximately 500 r given 
in 5 treatments in about 9 days. The results gener- 
ally were satisfactory; i.e., either the progress of 
the pterygium was arrested, or regression took place. 
In one patient recurrence was noted after two years. 
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Corneal Vascularization: From 1946 to 1951, nine 
patients were treated. In most of these, the vasculari- 
zation followed corneal transplants necessitated by 
acid burn, corneal curettage for precancerous mela- 
nosis, atopic keratoconjunctivitis, corneal opacities, 
or scarring following smallpox. The interval between 
operation and x-ray treatment varied from eight to 
56 days, although most patients were treated within 
two to three weeks after operation. In most instances, 
50 kv x-rays were used. The total doses varied from 
500 r (tissue dose), given in 5 treatments in 10 
days, to 1,500 r (tissue dose), in 12 treatments in 
15 days. Six patients were improved; i.e., either the 
vessels were obliterated or the spread inhibited. 


Vascularization in the Region of the Anterior 
Chamber: Three patients with this condition have 
been treated since 1945. In two, vascularization fol- 
lowed operation for a cataract, while in the third 
the cause was unknown. The 100 kv x-rays were 
used in one case, while the 200 kv x-rays were used 
in the other two. From 1,000 to 1,600 r (tissue dose) 
were given in 9 to 14 days. The treatment resulted 
in obliteration of the blood vessels. 


Epithelization in the Anterior Chamber (following 
cataract extraction): From 1944 to 1948, five pa- 
tients were treated. Either 50 kv, 100 kv, or 200 kv 
x-rays were used, and the number of treatments 
ranged from 4 to 15; the number of days over which 
treatment was given varied from 7 to 18. An average 
total tissue dose of 1,000 r was administered. The 
results were poor. 


Uveitis, Iritis, Iridocyclitis: Between 1942 and 
1950, 12 patients were treated who had these condi- 
tions. Three were treated with 50 kv x-rays and 8 
with the 100 kv x-rays (HVL from 1.04 to 3.4 mm. 
Al) ; the total tissue dose varied from 40 r to 600 r; 
the number of treatments varied from 1 to 5; and 
the total time varied from 1 to 21 days. Fight were 
definitely improved. In general, it is recommended 
that 30 r to 50 r be given at weekly intervals for a 
total of 3 or 4 treatments. 


Cavernous Hemangioma of the Eyelid: Six lesions 
were treated between 1945 and 1951. Five cases in- 
volved the upper eyelid, one involved the inner can- 
thus. Five patients were three to six months of age, 
and one was six years old. In two cases, 100 kv x-rays 
were used (HVL 2.4 and.3.4. mm. Al); in ‘two, 50 
kv x-rays; in one, radium plaque, and in one radio- 
active phosphorus (on blotting paper). The more 
penetrating radiation was used on the deeply seated 
lesions. A wax-coated lead shield was used to protect 
the eyeball when indicated. The total tissue dose was 
less than 500 r in all cases but one in which, for an 
extensive lesion, 750 r (tissue dose) was necessary. 
Usually one or two treatments sufficed, but in some 
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instances, additional therapy was required. In all 
cases regression of the lesion was observed. 


Hemangioendothelioma: The patient was a male 
infant aged 7 months. The lesion involved the lateral 
third of the left upper lid and had previously been 
treated by partial excision. With 50 kv x-rays a total 
of 3,600 r (tissue dose) was given in 10 days. The 
lesion subsequently disappeared. There was faint re- 
sidual pigmentation but no deformity of the lid. 
Three years later, there was still epilation of the lat- 
eral half of the lid but no recurrence of the lesion. 

Coats’s Disease (Exudative Retinitis): A 13-year- 
old boy had a lesion of three months’ duration. 
There was partial blindness with retinal detachment 
and also new vessel formation and chorioretinitis. 
With 100 kv x-rays (HVL 7.0 mm. Al) 16 treat- 
ments were given in 28 days, a total of 800 r (tissue 
dose). The result was poor, and three months later 
the eye was enucleated. 


Von Hippel’s Disease (Angiomatosis of Retina): 
One patient was a girl aged 15 years. The disease was 
bilateral. In 1941, 1,000 kv x-rays were used to ap- 
ply 2,200 r to the lesion in 17 days; a second course 
of 2,200 r was given two years later with the 200 kv 
x-ray. In 1943 it was noted that sight was lost in the 
right eye (detached retina), but the left eye was in- 
tact. Follow-up at intervals of two and twelve years 
showed the vision and fundus changes in the left eye 
to be the same. 

The second patient, a boy aged 7, was seen in 
1946. The lesion was of 9 months’ duration. With 
200 kv x-rays (HVL 1 mm. Cu) 700 r were deliv- 
ered to the retina in 4 days. One year later, 350 r 
were given in 7 days. The patient did not return for 
further observation. 

Retinitis and Retinitis Proliferans: Six patients 
with this disease were treated from 1948 to 1951. 
The clinical findings were partial or total loss of 
vision with retinal or vitreous hemorrhage and occa- 
sionally retinal proliferation. In four patients the 
disease was associated with diabetes mellitus. Two 
hundred kv x-rays (HVL 1.0 mm. Cu) were used in 
all but one case; 1,000 r to 2,000 r were applied to 
the retina in 14 to 28 days. The long-term results 
were poor, although there was temporary improve- 
ment in four instances. 

Absolute Glaucoma: Of the 15 patients treated, 
most were blind and in severe pain. The conditions 
leading to glaucoma included central retinal vein 
thrombosis, secondary glaucoma following cataract 
removal, cataract, iritis, retinal detachment, and dia- 
betic retinopathy; in several cases the causative con- 
dition was unknown. 

The treatment was given with techniques in which 
the half-value layers ranged from 0.5 to 1.0 mm. in 
copper. A dose of approximately 1,000 r in air or 
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800 r to the tissues was given in 14 to 21 days. The 
pain was alleviated in 6 patients. In 3, there was only 
slight improvement. No improvement was noted in 
three cases, while in the others treatment was incom- 
plete or follow-up inadequate. 


Other Nonmalignant Lesions Reported Amenable 
to Radiation Therapy (not treated at University of 
California Hospital) : Successful treatment has been 
reported in blepharitis, chalazion, conjunctivitis (fol- 
licular, Parinaud’s, trachoma or granular conjunc- 
tivitis), Mooren’s ulcer, pinguecula, corneal opaci- 
ties (new scars), traumatic injuries (recurrent abra- 
sions and erosions), and acne rosacea keratitis. 


MALIGNANT LESIONS OF EYELIDS AND THE GLOBE 


Carcinoma of the Eyelid: It is now fairly well es- 
tablished that in malignant epithelial tumors of the 
eyelid, radiation therapy is one of the treatments of 
choice. In most instances the lesion can be con- 
trolled with good cosmetic result. In cases treated by 
the authors, results were similar to those reported in 
recent, more inclusive reviews on the subject by 
Hunt,'? del Regato,** and Stetson and Schulz.?* 

Treatment was given to 40 males and 24 females 
whose ages ranged from 20 to 89 years. Table 2 
shows age and sex distribution in the series. The 
duration of disease prior to therapy is given in Table 
3. As carcinoma of the eyelid develops slowly, eval- 
uation of results is difficult. 

The incidence of various kinds of lesions and the 
apparent sites of origin are noted in Table 4. 

The authors endeavor to obtain biopsies of all 
lesions to be treated. In 26 cases, however, no biopsy 
was done because of objection by the referring phy- 
sician (possible cosmetic defect) and also objection 
on the part of the patient. 

Forty-five patients were treated with 100 kv x-rays 
(HVL 2.4 to 3.4 mm. Al) at a distance of 20 to 30 
cm. from the skin. Doses to the tissues of 4,000 r to 
6,000 r were given in a period of 7 to 21 days. The 
eye itself was protected in the conventional manner 
with a wax-coated lead shield. It appears that the 
most cosmetically satisfactory result is obtained by 
distributing the dose over a period of 18 to 22 days. 

Seventeen patients were treated with 50 kv x-rays 
through an added aluminum filter of 1 to 2.5 mm. 
at a distance of 20 mm. or 40 mm. The dose to the 
tissues in these cases ranged from 5,000 r to 7,000 r 
and was given in 11 to 21 days. Two patients in 
whom carcinoma of the lid had already invaded the 
orbit were treated with 200 kv x-rays (HVL 1.0 mm. 
Cu). One of them died of the tumor (the only in- 
stance of this kind in the series) . 

Of the 42 patients treated between 1935 and 1946, 


27 had no recurrence in the five years following 


TABLE 2.—Age and sex distribution in 64 cases of carcinoma of 
the eyelid treated at University of California Hospital, 
1935-1952 


Male Female 


S| OWN OWO Re 


NEN shincacstetscacessacses 


TABLE 3.—Time elapsed before treatment in 64 cases of cancer 
of the eyelid, 1935-1952 


Less than 6 months 

6 months to 1 year 

2 to 5 years 

ON PR oe oa 5 Sovtkmemne baton cncatescide 
Eh RN ek PIO ack Gass cosn i sccpesnicnsnsee 
AS Ih Ae INN aaa cnpceato yas caedccenvencassincne 
Time unknown 


TABLE 4.—Type of lesion and apparent site of origin in 64 cases 
of carcinoma of the eyelid, 1935-1952 


Lower Inner Outer U 


ff 
Cytologic designation Lid Canthus Canthus Ey Total 


Basal cell carcinoma identi- 
fied by biopsy 9 5 3 30 


Basal cell carcinoma diag- 
nosed clinically without 


Basosquamous carcinoma 


Squamous cell carcinoma 
(including epidermoid 
carcinoma) 


MAUMIBS os nese shatieehs 28 


treatment. Seven died of other causes before five 
years and 5 had recurrence within that time. Follow- 
up was incomplete on 3. Since 1946, 22 additional 
patients have been treated, and no recurrence has 
been observed to date. 

The most frequent late reactions to radiation ther- 
apy consisted of slight atrophy and depigmentation 
of the skin of the eyelid. In a few patients mild tel- 
angiectasia or increased pigmentation was encoun- 
tered. The lid defect (minimal in most cases) was 
usually proportional to the size of the tumor or the 
amount of tissue removed at biopsy. Although epila- 
tion of the eyelashes was reported in 8 cases, it is 
certain that this must have occurred more frequently. 
Slight ectropion developed in three patients. Com- 
plications observed in one instance each were corneal 
opacity, cataract, obliteration of the lacrimal duct, 
and adhesions of the lids to the cornea. 

Methods of treatment of carcinoma of the eyelid 
used in the past ten years at the University of Cali- 
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TABLE 5.—Treatment used in 39 cases of carcinoma of the 
eyelid, 1942-1952 


Type of Treatment Basal Bas-Sq. Squam. 
No: Wee sso crenata s 5 1 0 
Curettement and desiccation............ 5 0 1 
Excision or resection....................-.-..- 8 0 2 
Excision with graft.....................0..... 2 0 0 
ExCh@aO0): QING. RPO Yesssisckcs. <s.ceccecscseciee 2 0 0 
KTM spent AE ince ccncanticeees 9 0 3 
Enucleation and x-ray..................-.-.-. 0 0 1 
CRONIES a icecnysisita ea cesta 31 1 7 





fornia Hospital are listed in Table 5. Since 1942 
statistics have been maintained from the cases ab- 
stracted in the University of California General 
Tumor Registry, but as the number of cases in each 
category is still small, an analysis of the results is 
not yet justified. 


Retinoblastoma: The first of three patients, a girl 
15 months old, was seen in 1939. The tumor was first 
noted in the right eye when she was 6 months old 
and the eye was then enucleated. A similar lesion was 
found in the left eye when she was aged 14 months, 
and x-ray therapy was instituted. 


Treatment was administered through anterior, lat- 
eral, and oblique fields; doses in air were 2,600 r 
2,700 r, and 450 r respectively in 37 days. An early 
reaction was severe epidermitis with marked con- 
junctivitis and keratitis. At this time an upper res- 
piratory infection occurred with purulent nasal dis- 
charge, and the eye became secondarily involved. 
The cornea became perforated 8 months after treat- 
ment. The late reaction consisted of keratitis, 
blepharoconjunctivitis, scarring, telangiectasia, and 
shrinking of the globe, resulting in complete sym- 
blepharon and total blindness. However, in 1951, 12 
years later, the patient was still alive. 

The second patient was a girl aged 214 years. 
X-ray therapy to the right orbit was given (after 
enucleation) with the 200 kv x-rays (HVL 1.0 mm. 
Cu) for a total dose to the tissues of 2,000 r through 
lateral and anterior ports in 26 days. Follow-up 
notes indicate that the lesion was controlled on the 
right, but that a tumor involving the left eye was 
later treated elsewhere. 


The third patient, a female aged 27 years, received 
treatment to the left orbit (after enucleation) at an- 
other institution. She was treated at the University of 
California Hospital for a metastatic lesion in the 
frontal bone. With 200 kv x-rays, a total dose to the 
tissue of 3,200 r was given in 24 days, and temporary 
arrest was effected. 


A more extensive account of radiation treatment of 
retinoblastoma has been published by Martin and 
Reese.17 
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Carcinoma of the Cornea: A male patient, aged 
76 years, was treated in 1947 with 5,000 r of 50 kv 
x-rays in 23 treatments in 29 days. The lesion dis- 
appeared. The patient died four months later of 
other causes. 


450 Sutter Street (Hogan). 


GLOSSARY 


half-value layer (HVL): The thickness of any particular 
material necessary to reduce the intensity of an x-ray or 
gamma ray beam to one-half its original value; the figure 
is usually given as a measure of the intensity of the ray. 

kilovolt (kv): One thousand volts. 

ma: Milliamperes. 

mev: Million electron volts. 

roentgen equivalent physical (rep): The amount of ionizing 
radiation which will result in the absorption in tissue of 
83 ergs per gram. 

target-skin distance (tsd): The distance between the focal 
spot of the target of the x-ray tube and the patient’s skin 
at the point of entry of the x-ray beam, usually measured 
in centimeters. 
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Scientific Program for Doctors on Hawaiian Trip 


THE HAWAIIAN MEDICAL ASSOCIATION has announced-a scientific program for 
physicians who will take part in the American Medical Association’s 13-day 
Hawaiian Holiday Tour which will follow the annual A.M.A. convention in San 
Francisco next June 21 to 25. 

The party will leave San Francisco aboard Pan American Airways Strato- 
Clippers and United Air Lines Stratocruisers at 11:45 on the night of Friday, 
June 25—the closing day of the convention—and arrive in Honolulu early the 
next morning. The party will stay at the Royal Hawaiian Hotel on Waikiki 
Beach. 

The return trip, scheduled at 4 p.m. on July 3, will be made on the luxurious 
Matson liner, SS. Lurline, which will dock in Los Angeles on July 8. 

All of the reservations are being handled for the A.M.A. by William M. 


Moloney, general agent, Room 711, 105 West Adams Street, Chicago. 
—A.M.A. Secretary’s Letter 
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An Evaluation of Obstetrical Analgesia 


HARRY S. FIST, M.D., Los Angeles 





OBSTETRICAL ANALGESIA should keep pain at a * Relief of pain and safety of mother and 


















minimum and avert fatigue and shock yet not inter- child are fundamentals in obstetrical analge- 
fere with the ability of the patient to cooperate in sia. Elimination of those drugs which are inef- 
delivery; and the method should be safe when used fective or dangerous is the best guide to proper 
by the average general practitioner. It must control medication. Morphine, codeine, or similar 
pain during the first stage of labor and the beginning opium derivatives should be avoided as they 
of the second, anesthesia being added during the depress fetal respiration. Barbiturates have the 
actual expulsion of the child and repair of the same fault, despite their popularity. 
perineum. Demerol in small dosage is sate and effec- 

Progressive muscle relaxation as advocated by tive. Scopolamine yields excellent results with 
Grantly Dick Read is one step toward relief of pain safety. Magnesium sulfate potentiates and re- 
in labor but it cannot replace the action of the drugs inforces the action of scopolamine and involves 
modern science has provided. no danger. This combination of drugs may be 

Factors other than the choice of drugs influence used by any competent general practitioner in 
the condition of mother and baby at delivery. The the home or hospital. 


infant may be affected by prematurity, congenital 
deficiency, uncleared respiratory passages, umbili- 















cal cord blockage, birth pressure and the trauma of Codeine resembles morphine but is less nauseating 
difficult or rapid forceps delivery, version or breech _and less constipating. While it causes only one-fourth 
extraction. as much respiratory depression as is caused by an 


Anoxia causes irreversible changes in the fetal | equal amount of morphine, the dose required for 
brain tissue”® and is the chief cause of stillbirths and, analgesia is four times as great. 
neonatal morbidity and mortality.’° Drugs which 
increase anoxia must be avoided. 

Herewith, a brief resume of some of the drugs 
used for analgesia: 


Dilaudid is ten times as analgesic but only four 
times as somnefacient as morphine. In adequate dos- 
age it depresses the respiratory reflexes almost as 
much as does morphine. It has been reported to have 








Morphine, a powerful analgesic agent that de- little depressant effect. 
presses the central nervous system, is especially dan- Pantopon has the same action as morphine, and in 
gerous in obstetrics, for it interferes with the initia- | equivalent doses causes the same respiratory de- 


tion of fetal respiration. Morphine given to the pression. 
mother narcotizes the fetus in about 30 minutes and 
the effect usually lasts three or four hours.”° Babies 
delivered less than four hours after administration of 
morphine are limp and livid and reflexes are absent. 
Twenty minutes of resuscitative efforts restore re- 
flexes in slight degree only. Cyanosis and apnea per- 
sist as long as eight hours. Recovery takes eight to 
twelve hours. Carbon-dioxide inhalation helps re- 
covery, but this drug should be administered only 
for momentary periods.® 

Most clinicians agree that morphine or its deriva- 
tives should not be given if labor is to terminate 
within three hours or if the infant is premature.** 
Since length of labor cannot be foretold, morphine 
is contraindicated. It is the least safe of the anal- 
gesics, and its use has been almost discontinued. 


Meperidine (Demerol®) is a synthetic drug with 
properties related to the atropine and morphine com- 
pounds. It has very little depressant action and is 
therefore more desirable for use in obstetrics. Given 
early, Demerol provides psychic sedation through its 
analgesic effect, thus reducing excitement and en- 
hancing amnesia. 

Although it depresses respiration a little, Dem- 
erol-scopolamine has been given intravenously dur- 
ing labor with good results.* The vagodepressive 
action of Demerol gives it spasmolytic effect.?? In an- 
algesic potency it is midway between codeine and 
morphine. It does not weaken uterine contractions or 
prolong labor. It differs from morphine in that it 
relaxes smooth muscles. Demerol in doses of 100 
mg. or less may be considered one of the safer 


Presented before the Section on General Practice at the 82nd drugs. However, when the mother also receives bar- 
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Barbiturates are soporific, not analgesic. In the 
absence of pain, they tend to cause sleep within half 
an hour. Large doses in the presence of pain cannot 
be depended upon for sedation and are likely to 
cause delirium and restlessness.° 

Sodium pentothal and other barbiturates induce 
excitement; they have low analgesic power and, ow- 
ing to restlessness of the patient, increase the hazard 
of laceration. When they are used, more nursing 
care is needed. 

Barbiturates, since they depress the higher nerve 
centers, especially those of respiration, decrease the 
rate and sometimes disrupt the rhythm of breath- 
ing.® They pass freely through the maternal circula- 
tion and the placenta, causing fetal somnolence, 
flaccidity and bradycardia.’ Given to a mother near 
the end of the second stage of labor, they interfere 
with the initiation of infant respiration almost as 
much as does morphine. Narcosis in the child follow- 
ing the use of pentobarbital sodium persists as long 
as eight hours postpartum. A combination of pento- 
barbital sodium and morphine causes more respira- 
tory depression than does either given alone. 

In deep barbiturate narcosis the inhalation of 
carbon dioxide does not stimulate respiration.*” 

In experiments on animals it was noted that pre- 
disposition to shock was greater when barbiturates 
were given than when other drugs were used.”° 

When barbiturates are given beforehand, the de- 
pression of respiration may be serious if labor is 
prolonged or extensive operation is necessary.”° 
Repeating the dosage time after time is especially 
dangerous. Intravenous administration of barbitu- 
rates is by far the most dangerous method, as the 
amount needed for anesthesia is half to three-fourths 
the fatal dose. 

Giving barbiturates after ingestion of food tends 
to cause vomiting and resultant aspiration pneumo- 
nia, pentobarbital sodium being the worst offender." 
Edema of the lungs is also a frequent complication. 
Barbiturates diminish reflex responses and are con- 
traindicated when the patient has infection of the 
upper or lower respiratory tract. 

Barbiturates cause a decrease in prothrombin in 
the blood of mother and child.* It has been sug- 
gested that to prevent hepatic damage, carbohydrates 
and protein be given with barbiturates, and fats re- 
stricted, Previous sensitization is a positive contra- 
indication to barbiturates in labor. 

Barbiturate poisoning is marked by excitability 
followed by coma, pronounced decrease in blood 
pressure and depression or paralysis of respiration. 
Antidotes, such as picrotoxin, are directed mostly 
toward overcoming respiratory depression. 

Scopolamine is the best amnesic available. It is 
safe and it provides psychic sedation and a dry un- 
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obstructed respiratory tract. It prevents the carotid 
sinus syndrome of vagal type characterized by 
bradycardia, lowered arterial tension and decreased 
pulse pressure. It relieves bronchospasm and laryngo- 
spasm. It combats cortical respiratory depressants.”* 
It dilates the pupils and accelerates the pulse but 
induces no change in fetal respiration or in other 
fetal vital functions. 

When given with morphine, scopolamine has the 
harmful action of morphine. When it is given alone, 
however, the few infants who are moderately as- 
phyxiated are readily resuscitated and respiration 
thereafter is.maintained without difficulty. 

Scopolamine in doses much larger than are recom- 
mended for twilight sleep has no hazardous effect on 
blood pressure or respiration. There is no pharmaco- 
logic evidence that scopolamine adds to fetal as- 
phyxia. 

For years Van Hoosen administered scopolamine 
with no ill effects although she gave as many as nine 
doses of 0.6 mg. each during 24 hours of labor. She 
reported: Soft parts relaxed; acute pain absent; 
first stage shortened; mother’s strength conserved; 
delivery of the head facilitated, resulting in less lac- 
eration; better milk secretion; and absence of shock 
or fatigue. Hemorrhage was rare and convalescence 
rapid.”® 

Ever since the “stable” scopolamine has been 
,available, restlessness has not been a problem and 
the so-called “idiosyncratic response” to scopola- 
mine is a rarity. 

Magnesium sulfate, given in doses of 2 cc. of 50 
per cent solution to each injection of 0.6 mg. of 
scopolamine, is synergistic and greatly quiets the 
patient.” 

Under scopolamine, the patient sleeps between 
pains or talks quietly, sometimes picking imaginary 
objects out of the air. The throat and mouth are 
dry and the face flushed, and the pulse may be rapid. 
The patient is conscious and can bear down when 
necessary. Amnesia is complete and the patient is 
rested on awakening. No cyanosis, asphyxia or fetal 
mortality may be ascribed to the drug. Labor is 
shortened and the loss of blood is minimal.'* Uterine 
contractions are usually increased and bearing down 
is automatic when the head of the infant is on the 
perineum.” Scopolamine is a safe, efficient and 
highly desirable drug for the induction of anal- 
gesia.!* 

Magnesium sulfate was used experimentally in 
1905 for induction of anesthesia in various kinds of 
animals. Doses of 1.5 gm. per kilogram of body 
weight, in 25 per cent solution, were injected sub- 
cutaneously. No. excitation was observed in any of 
the experiments. The animals could be operated 
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1pon without any sign of pain or resistance although 
they were still able to move about somewhat.'® 

In 1915 it was reported that when magnesium 
sulfate and scopolamine were given together, there 
was true potentiation of the action of each, the 
analgesic effect was increased and restlessness was 
lessened,'* 

Magnesium sulfate has been used successfully as a 
powerful sedative in tetanus, chorea and other motor 
excitation. It has been given intravenously in fairly 
large doses in the treatment of eclampsia. The 
author has given fifteen injections daily of 20 cc. 
of 10 per cent solution, with no demonstrable ill 
effects. Irving'* reported that he gave 10 to 20 cc. 
of 50 per cent solution intramuscularly every four 
to six hours in treatment of eclampsia. Owing to the 
local anesthetic action of magnesium sulfate, intra- 
muscular injection causes very little discomfort. 

Magnesium sulfate has comparatively little effect 
on the heart. It lessens excitability of the vagus. 
Intravenous injection lowers the blood pressure, 
mainly through vasodilatation. It causes no fetal 
depression and is safe for obstetrical use. 


Paraldehyde is fundamentally similar to alcohol 
in action. Its hypnotic effect is stronger and occurs 
sooner. The sleep it induces is normal. Irritating to 
the mucous membranes of the throat and gastro- 
intestinal tract, it causes vomiting in many cases. 
Given rectally, it is irritant to the rectal mucosa and 
is often expelled. It has been given intravenously. 
It increases the pulse rate but does not have cardiac 
depressant effect on mother or baby. When given 
with morphine it is quite toxic. It should not be 
given with sodium amytal or pentobarbital, for they 
are respiratory depressants. If given early, paralde- 
hyde often causes uterine inertia. In late labor, pres- 
sure of the head of the baby on the perineum causes 
so much restlessness in patients that have been given 
paraldehyde that restraint often is. necessary. Necro- 
sis frequently occurs at the site of intramuscular 
injection. Definite depression of vital fetal functions 
and delay in the initial postpartum cry have been 
reported. Pulmonary hemorrhage has occurred in 
several cases. 

Paraldehyde is contraindicated if general anesthe- 
sia is to be used, or if bronchopulmonary disease or 
gastroenteritis is present. 

Although fairly successfully employed in some 
clinics, paraldehyde is not very widely used. 


Caudal block is of great merit for relief of labor 
pain. If it is used throughout labor, additional per- 
sonnel is necessary. No increase in nursing care is 
required, however, for caudal anesthesia in the ter- 
minal stage, and it is safe and satisfactory for deliv- 
ery of the baby and repair of the perineum.'? When 
used at the end of first and second stage analgesia, it 
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affords very nearly ideal relief of pain. Caudal block 
should always be administered by an expert. Knowl- 
edge of the anatomy and the technique of insertion 
of the needle is necessary, as is preparation for 
emergency, such as a fall in blood pressure. 


Spinal anesthesia is also of merit for delivery and 
repair. However, about ten per cent of patients have 
headache after spinal anesthesia. 


Local anesthesia is safe and may be used when 
delivery is carried out at the home of the patient, 
with or without forceps. It requires no complicated 
apparatus, and may even be used during repair of 
laceration. However, since it lasts only an hour or so, 
it should not be used for first stage analgesia. 


Hypnotism is safe, simple, and fairly effective. It 
requires a knowledge of the technique. Only about 


“20 per cent of normal adults can be hypnotized 


deeply, but a larger percentage of patients receive 
much relief and the first stage of labor is shortened 
an average of two hours.' It is not very effective 
unless the hypnotist is in constant attendance 
throughout labor. 


Inhalation anesthesia is not satisfactory during 
the first stage of labor or for long periods. 

Ether is slower in action than nitrous oxide or 
chloroform, but is safer. It is a heart stimulant. It 
lessens the strength and frequency of uterine con- 
tractions. Anesthesia by colonic infusion of ether is 
less easily controlled than anesthesia by inhalation, 
and the method frequently causes proctitis and diar- 
rhea. Patients anesthetized by ether may be restless 
and delirious. The fetus is somewhat anesthetized by 
ether from the circulation of the mother. 


Chloroform is more widely used in England than 
in this country. While it is more rapid in action than 
ether, the margin of safety is not as wide and the 
danger signals not as forthright. It is a depressant 
and may cause sudden death or delayed hepatic 
damage. In the hands of an expert, it may be in- 
valuable for relaxing the uterus but it should never 
be administered by anyone less than expert. 

Nitrous oxide is pleasant for the patient and 
rapid in action. It should not be given over long 
periods. Since anoxia occurs if there is not enough 
oxygen in the inhaled gas and analgesia is inade- 
quate if the proportion of oxygen is too high, it has 
been suggested that a definite mixture, 80 per cent 
oxygen and 20 per cent nitrous oxide, be used. 

Cyclopropane and ethylene are said to cause little 
or no narcosis of the infant unless deep anesthesia 
is used for operative delivery. Cyclopropane, how- 
ever, depresses fetal respiration and is inflammable 
and explosive. 

Trilene shows much promise. In England it has 
largely replaced chloroform. It can be administered 
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by the patient with safety, and the effects on the 
baby, even after long administration, are slight.?! 

The author’s method, first reported in 1930 and 
used continuously since that time with but slight 
change, is as follows: 

When contractions are regular and strong, inject 
the following drugs deeply into the buttocks with a 
5 cc. syringe, using precautions against intravenous 
injection: Demerol, 100 mg., scopolamine hydro- 
bromide (Burroughs Wellcome) 0.6 mg., magne- 
sium sulfate 50 per cent solution, 2 cc., and Synkay- 
vite, 10 mg. Half an hour later inject: Scopolamine 
hydrobromide, 0.3 mg. and magnesium sulfate 50 
per cent solution, 2 cc. Repeat this second dosage 
hourly as needed. The Demerol may be omitted if 
pains are weak or delivery is imminent. 


Sideboards should be placed on the bed to keep. 


the patient from rolling out during sleep. The pa- 
tient should be closely watched and at intervals 
should be urged to urinate. 

When the head of the baby is on the perineum 
and dilation is complete, oxygen inhalations should 
be started and anesthesia given for the period of 
delivery and repair. Caudal block, spinal anesthesia 
or other methods may be used. 

With this regimen the patients are quiet and som- 
nolent and amnesia is good. Cervical dilatation is 
normal. Uterine contractions are not decreased. Ex- 
citement is rare. Since none of the drugs used de- 


presses fetal respiration, the babies cry spontane- 
ously; rarely is resuscitation needed. Gentle “milk- 
ing” of the trachea removes any thick mucus that 
may be present. ‘ 

8712 Wilshire Boulevard. 
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Anogenital Moniliasis 


JANDIDA ALBICANS, the causative organism of ano- 
genital moniliasis, is a normal inhabitant of the 
gastrointestinal tract. Certain factors may permit 
overgrowth of the organism. Recently the disease has 
received renewed attention because it may result 
from the use of antibiotics, which by killing off com- 
petitive organisms permit C. albicans to multiply 
rapidly.® ® 1%: 17 Anogenital pruritus is the common- 
est dermal reaction to antibiotics.” 


Since anogenital pruritus following use of broad- 
spectrum antibiotics is not always due to moniliasis 
(vitamin deficiency, allergic reaction or primary 
irritation may cause it), and since recovery of the 
organism is of course not diagnostic, it is important 
to recognize the symptoms characteristic of monilia- 
sis: red, weeping, sharply circumscribed lesions in 
folds of the body, with centrifugal epidermal under- 
mining and satellite vesicopustules, or, in body 
cavities, curd-like whitish plaques. Itching alone is 
not a conclusive symptom. Heat, moisture and dark- 
ness are necessary for the disease, and it is more 
likely to occur in diabetes, obesity, pregnancy or 
hyperhidrosis. 


On recognition of the symptoms described, direct 
microscopic examination should be done with high- 
power objective and with partially closed substage 
condenser diaphragm to diminish light on the eye. 
Cheesy film obtained from the vagina or the anus, 
or skin scales from eroded intertriginous lesions, are 
mounted on a glass slide with coverslip, in 15 per 
cent sodium hydroxide, and gently heated. Fine 
filaments and clusters of spores are easily over- 
looked, but the presence of them is diagnostic. Sim- 
ilar material may be cultured on Sabouraud’s glu- 
cose agar, in which a yeasty colony grows within a 
week or two and may be transplanted to freshly pre- 
pared corn meal agar with a fine spatula, being 
placed in a deep-cut cleft and covered with a sterile 
coverslip to exclude air. The species can be identi- 
fied by chlamydospores which appear within three 
to five days. In an atmosphere of carbon dioxide, C. 
albicans can be identified in 18 hours by the growth 
of a feathery mycelium.”® 


From the Department of Medicine (Sub-Department of Dermatol- 
ogy), University of California School of Medicine, San Francisco. 
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¢ Thirty cases of anogenital moniliasis were 
studied. Only five followed oral use of broad 
spectrum antibiotics. Although anogenital pru- 
ritus commonly follows the use of such drugs, it 
is rarely proved to be moniliasis, which is clin- 
ically diagnosed by symptoms of intertriginous 
denudation with satellite vesicopustules or the 
presence of cheesy, grossly detachable plaques. 
The diagnosis may be confirmed by microscopic 
observation of delicate hyphae and clusters of 
spores, or of chlamydospores on corn meal 
agar. 

One per cent aqueous gentian violet, 0.1 
per cent gentian violet jel, or locally applied 
mercurials are the most effective forms of treat- 
ment, but effort must also be directed against 
predisposing factors (obesity, hyperhidrosis, 
oral or local use of broad spectrum antibiotics, 
diabetes and pregnancy). 


STUDY 


A diagnosis of anogenital moniliasis was made in 
30 patients. Typical lesions were present in all. 
Twenty-three were women, six were men, and one 
was an eight-year-old boy. The oldest was 70 years 
and the average age was 41 years. None was diabetic 
or pregnant. Confirmation was made by direct micro- 
scopic examination in 19, by culture and demon- 
stration of chlamydospores in 9, and by both proce- 
dures in 2. Five patients had taken broad-spectrum 
antibiotics by mouth, but the remaining 25 had not 
taken such drugs. Many persons not included in this 
study complained of anogenital pruritus after taking 
antibiotics and were examined with the aid of micro- 
scopic and cultural procedures, but without proof of 
moniliasis being established. In four patients who 
had anogenital pruritus for many months the diag- 
nosis was not established on repeated culture. There 
were 75 primary cultures of clinically suspicious 
lesions. Forty-six of these produced yeasty colonies, 
and 40 were subcultured on fresh corn meal agar. 
By these subcultures 11 cases were diagnosed. 


TREATMENT 


Sixty-eight courses of treatment were given to 30 
patients. Twenty-three were cured, clinically and by 
laboratory determination. Two patients were im- 
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TABLE 1.—Data on 30 cases of anogenital moniliasis 


Sex 


and Age Treatment Outcome 


Diagnosis confirmed by culture: 


Gentian violet aqueous and Asterol 
Mercury (ointment) 
Mercury bichloride (Merthiolate) , Protegel....Failed 
Mercury bichloride, 3% Vioform cream, fatty 
acids, gentian violet aqueous, Asterol, po- 
tassium permanganate 1:5000, Protegel, 
Diodoquin by mouth 
3......Mereury bichloride, Castellani’s paint, fatty 
acids, 3% Vioform cream, gentian violet, 
Asterol 
....Mercury bichloride 
...Asterol, mercury ointment 
Asterol unguent 
Mercury, 3% Vioform cream, Asterol, gen- 
tian violet aqueous 


Diagnosis confirmed by microscopic examination and cul- 
ture: 


F 42......Mercury and fatty acids 
M 40.....Mercury, Asterol powder and unguent 


Diagnosis confirmed by microscopic examination: 
Fatty acids, gentian violet aqueous, mercury 
bichloride 
*_...1% silver nitrate solution, gentian violet aque- 
ous, and Zephiran 
....Gentian violet aqueous. PRE MRC RE EES Improved 
Potassium permanganate 1:5000, gentian vio- 
let aqueous, and boric acid solution 
....Zephiran 1:1000, hexachlorcphene ointment... 
...Mercury bichloride, 3% Vioform cream, gen- 
Clank Vide QU UNOOUE ooo. ceed Cured 
F*58.....Mercury, potassium permanganate 1:5000, 
Zephiran, fatty acids (Desenex) .................... Cured 
Fatty acids (Desenex) , gentian violet aqueous..Cured 
. 26 a Mercury bichloride 
..0.2% gentian violet jelly 
Pasesilon permanganate 1:5000, Asterol pow- 
der 
* ...Gentian violet jelly 
F*20.....Gentian violet jelly 
F 42......Mercury, 3% Vioform cream, fatty acids.......... Cured 
Fatty acids (Desenex and 
F*50.....Zephiran 1:1000, hexachlorophene oint- 


Cured 


Nylmerate (mercury), 3% Vioform cream 
Potassium permanganate 1:5000, Asterol tinc- 
ture (1:15) 
'_...Gentian jelly Failed 


Antibiotic effect was noted in six patients: (1) Contact with wife 
who had same condition after taking aureomycin; (2) Chloromycetin; 
(3) Erythromycin; (4) Aureomycin or Terramycin;® (5) Penicillin 
taken orally; (6) Aureomycin. 


“Reports contributed by Dr. Frances Keddie. 


proved, 4 were not, and 1 patient was lost from 
observation. No drug idiosyncrasies were encoun- 
tered, although minor irritations occasionally oc- 
curred with each agent more commonly used. Three 
patients had recurrences of their disease, one six 
months later and two a year later. 

Results may be divided into seven groups: With 


mercury, gentian violet,’’ benzothiazole (Aste- 
rol®) ,!:*+ 11 Vioform,® fatty acids,® 14 quaternary 
ammonium base (Zephiran® chloride) , and miscella- 
neous drugs. In two patients results were not ob- 
tained with any of these or Diodoquin® and lacto- 
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bacillus milk given orally plus vitamin B complex 
given orally and parenterally. 

Mercury was used for 18 patients (with 8 cured, 
5 improved and 5 not helped). Individual mercurials 
were employed as follows: Mercury bichloride (1: 
10,000 solution) applied in compresses 15 minutes 
twice a day was used for 8 patients (with 3 cured, 
2 improved and 3 not helped), Nylmerate® jelly 
(phenylmercuric acetate) for 5 (with 2 cured, 2 im- 
proved and 1 not helped), 10 per cent Merthiolate® 
(organic mercurial) in calamine lotion on 3 (with 
2 cured and 1 not helped) and 2 per cent ammoni- 
ated mercury ointment on 2 (with 1 cured and 1 
improved). 

Gentian violet was used for 10 patients (with 6 
cured, 1 improved and 3 not helped), of whom 5 
were treated with 1 per cent aqueous gentian violet 
(with 3 cured, 1 improved and 3 not helped), and 
5 with 0.1 per cent gentian violet jel (with 3 cured 
and 2 not helped). 


Benzothiazole (Asterol) ointment, powder or tinc- 
ture (diluted 1:16) were used individually or in 
combination on 10 patients (with 3 cured, 2 im- 
proved and 5 not helped). 

Three per cent Vioform cream was used for 6 
(with 1 cured, 1 improved and 4 not helped). 

Fatty acids (equal parts of Desenex® and K-Y® 
jelly, or Naprylate® cream) were used on 4 patients 
(with 1 cured, 1 improved and 2 not helped). 


Seven patients were treated with boric acid com- 
presses or ointment, potassium permanganate com- 
presses, 1 per cent silver nitrate solution, Castellani’s 
paint (a dye), or Protegel® (a mechanical protec- 
tive), with 2 cured, 2 improved and 2 not helped. 


DISCUSSION 


No agent will promptly cure anogenital moniliasis. 
Individualization and patience are necessary. Efforts 
must be directed against predisposing factors as well 
as against the organism.*® Gentian violet is still the 
best drug, but is messy and obscures the disease 
process. Mercurials are clean and effective, but there 
is danger of idiosyncrasy and absorption of toxic 
amounts. Benzothiazole (Asterol) did not prove to be 
highly effective in the cases here reviewed, and there 
is danger of neurotoxicity.”: * +: 1° Other agents used 
proved to be of a decreasing order of effectiveness. 


384 Post Street. 
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Some Effects of Antibiotics in Surgery 


THE IMMENSE LITERATURE that has accumulated on 
the use of antibiotics contains much discussion of 
the relative merits of newer antibiotics in relation 
to preoperative and postoperative treatment. How- 
ever, little is found on the effect of antibiotics on 
surgical procedures: How has the effect of anti- 
biotics on postoperative complications — such as 
pneumonia, peritonitis or wound infections—influ- 
enced surgical indications? What is the influence 
of antibiotics on surgical timing and technique? 

These questions will be discussed in this presen- 
tation, and the choice of antibiotics under specific 
conditions will be considered. (With apologies to 
purists, sulfonamides will be included at times.) Sta- 
tistics will be but sparingly referred to, since it is 
. impossible to exactly weigh the part played by anti- 
biotics within the many variables of modern man- 
agement. 


EFFECT OF ANTIBIOTICS ON COMPLICATIONS; 
INDICATIONS FOR USE 


Large surgical clinics" still report postoperative 
peritonitis and pneumonia as the chief causes of 
death. Unquestionably the incidence of these compli- 
cations has been diminishing in recent years, but 
the reduction cannot be credited solely to the use 
of antibiotics. Better preparation of the patient for 
operation has made operation safer, while better 
physiological postoperative management has made 
extensive procedures safer for the patient. Experi- 
mental work on animals suggested the use of anti- 
biotics in the presence of vascular impairment, for 
example, in intestinal obstruction” *: © 1° or in hem- 
orrhagic shock.> Avoidance of shock during opera- 
tion, blood replacement, use of oxygen, and replace- 
ment of water, sodium and potassium without over- 
dosage are known factors in the improvement of 
surgical results. 

In general it may be said that the reasons for 
persistence of pneumonia and peritonitis or some 
other infections are: 

1. Lack of correlation between the bacterial in- 
vader and the antibiotic chosen. (Studies to deter- 
mine the sensitivity of the organism should be car- 
ried out, and broad spectrum antibiotics and com- 
binations of synergistic antibiotics should be used.) 

2. It must be stressed that once pulmonary edema, 
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¢ Although surgical mortality has decreased 
considerably in the antibiotic era, infectious 
complications still head the list of causes of 
death after operation. 

The choice of an antibiotic singly or in syn- 
ergistic combinations should be governed by 
both the pathogenic organism and the organ 
involved. Allergy, toxicity and development of 
bacterial resistance are important limiting 
factors. 

Besides oxygen, antibiotics are indicated in 
dealing with localized or generalized anoxia as 
encountered in vascular impairment of intes- 
tinal obstruction or in shock. 

In acute abdominal conditions meticulous 
observation is required during the use of anti- 
biotics in order to avoid dangerous delay of 
operation. | 


atelectasis or local inflammatory edema (as in an 
obstructed bowel) is established, the impairment 
of circulation through the infected area limits the 
local concentration of any antibiotic. Also, concen- 
tration of antibiotics varies considerably in differ- 
ent organs. This has been called “organ sensitivity” 
and could better be called “organ accessibility.” The 
antibiotics of choice for access to various areas are 
listed in Table 1. 

Experimental work on peritonitis suggests that 
crystalline penicillin is superior to procaine peni- 
cillin': '* and that aureomycin given intravenously 
may be toxic in high doses' (100 mg. per kilogram 
of body weight). However, it must be emphasized 
that no known antibiotic will control a continuous 
leak from an abdominal viscus.* In such cases a 
treacherous period of initial improvement lasting 
several days will be followed by sudden deteriora- 
tion with a flare-up of peritonitis, ileus, and death. 
This “escape” from antibiotic control can only be 
prevented by properly timed surgical intervention. 
Some of the modern day tragedies of surgery are 
brought about by a false sense of security obtained 
in the first few days of apparent improvement. 

The routine postoperative use of antibiotics after . 
operation, although not uniformly accepted, cer- 
tainly has reduced the incidence of postoperative 
wound infection. Antibiotics have at times caused 
a delay in appearance of some postoperative ab- 
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TABLE 1.—Drugs of choice for dealing with infections 
in various organs. 


(:;gan or Site of Use Drug of Choice 


Veritoneum............. Aqueous penicillin, streptomycin, 
aureomycin, Terramycin (erythromycin*) 
| iver, gallbladder..Terramycin, streptomycin 


Pancregs...........-0--: Sulfonamides 
BoWebe cscs ct aces Sulfathalidine, sulfasuxidine 
Neomycin, streptomycin 
Kigiee es, Terramycin, sulfisoxazole (erythromycin*) 
Topical use............. Neomycin, bacitracin, tyrothricin, 


gramicidin D, polymyxin B 


“Further evaluation necessary. 


scesses for six or eight weeks after operation, and a 
rise of temperature a few months after operation 
demands a search in this direction. Other disadvan- 
tages of antibiotics are the risk of allergic reactions, 
sensitization of the patient, secondary infections 
such as moniliasis after Terramycin or aureomycin, 
and development of bacterial resistance. Therefore, 
it may seem better in some circumstances to avoid 
antibiotics—for example, after simple hernioplasty 
in a young healthy person. On the other hand, in an 
old patient with bronchitis or cardiac damage the 
prophylactic use of antibiatics—say, 100,000 units 
of crystalline plus 300,000 units of procaine penicil- 
lin every 12 hours—is well justified. However, strep- 
tomycin should be omitted in prophylaxis since E. 
coli may develop resistance to the agent within two 
to three days. 


Surgical Technique 


It is impossible to see how it can be thought that 
antibiotics could obviate the need for properly used 
intra-abdominal drains after operations such as gas- 
tric resection or cholecystectomy or in the manage- 
ment of perforated appendix with local or diffuse 
peritonitis. Antibiotics will not prevent or cope with 
a duodenal blowout or a biliary leak, and a properly 
placed soft rubber drain or better suction through a 
double lumen tube may be life saving. 

Giving sulfthaladine, sulfasuxidine, streptomycin, 
Terramycin, aureomycin or Neomycin by mouth for 
periods of from two to five days before operation 
has made colon resection safer. Today’s good prepa- 
ration of the bowel with antibiotics favors the open 
anastomosis technique and thus reduces the draw- 
backs of closed anastomosis—bleeding, diaphragm 
formation, stricture. In the absence of obstruction or 
edema, antibiotics have supported the trend toward 
one-stage resection with primary anastomosis; de- 
compressing colostomy seems to be less frequently 
used, 


Surgical Timing 


That the preoperative use of antibiotics has influ- 
enced surgical timing is best illustrated by current 
practices in dealing with some of the most common 
acute abdominal conditions. 
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Perforated Peptic Ulcer 


The use of antibiotics, such as penicillin, probably 
contributed most to the success of conservative treat- 
ment of gastric or duodenal perforations with the 
suction tube. Antibiotics also have considerably 
reduced the incidence of peritonitis after primary 
gastric resection in’ perforated peptic ulcers; and 
the low mortality and morbidity attest improved 
surgical management, with antibiotics playing a 
vital role. In addition to systemic use of penicillin, 
as discussed, 1,000,000 units of aqueous penicillin 
and 1 gm. of streptomycin can be instilled into the 
peritoneal cavity before closure.*: ® 


Acute Appendicitis 


Of particular value in dealing with a patient who 
is in poor condition for operation, preoperative ad- 
ministration of antibiotics will allow vital correction 
of cardiac failure or dehydration prior to operation. 
However, in appendicitis with perforation, delay 
should not exceed a few hours. How misleading an 
apparent initial therapeutic response may be is 
exemplified in the following case report. 


CASE REPORT 


The patient, a 9-year-old girl, had had diffuse 
abdominal pain and fever for five days when first 
observed. A physician administered intramuscular 
penicillin daily with some initial improvement. On 
the fifth day, when examined by the consulting 
pediatrician and by the surgeon, the patient had 
temperature of 104° F., symptoms of severe toxicity, 
nausea and abdominal distention. Operation was 
carried out immediately. Gangrenous appendicitis 
with multiple old perforations and local and diffuse 
peritonitis were observed. Appendectomy was per- 
formed and a double lumen drain was inserted be- 
hind the cecum. Aqueous penicillin and streptomy- 
cin were left in the peritoneal cavity before closure 
and these antibiotics also were given intramuscu- 
larly every six hours. There was profuse drainage 
through the abdominal tube for three days. Fever 
continued until bowel function resumed 48 hours 
after operation. The patient was discharged five days 
after operation. 


This case raises the controversial question 
whether appendectomy should be performed in the 
presence of peritonitis. It is hard to see how gentle 
operation through a lateral McBurney incision 
could in any way contribute to the spread of infec- 
tion. Modern antibiotics, lateral incision and post- 
operative drainage where an abscess is present will 
permit appendectomy in almost every stage of ap-- 
pendicitis. In some patients with a subsiding appen- 
diceal mass or abscess, operation has considerably 
reduced the duration of morbidity, hospitalization 
and disability. 
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Acute Cholecystitis 


In the management of acute cholecystitis, anti- 
biotics can play only a subordinate role since chem- 
ical irritation and vascular thrombosis are the pri- 
mary offenders, with only secondary bacterial inva- 
sion. Terramycin and aureomycin are well concen- 
trated in the liver and bile, but the obstructive proc- 
ess prevents their concentration within the gall- 


bladder. 


Penicillin may reduce the inflammatory response 
of the omentum and bring about relaxation of the 
muscular rigidity and thus bring about conditions 
indicating improvement yet at times camouflaging 
silent perforations of a gangrenous gallbladder. 


CASE REPORT 


The patient, a man 62 years of age, was obese 
and diabetic. He had had right nephrectomy 18 
years previously and wound abscess had occurred 
at that time. 

The history of the present illness was that about 
five weeks before the patient was first observed by 
the author he had been admitted to a hospital with 
a diagnosis of acute cholecystitis. He was treated 
expectantly with intramuscular administration of 
penicillin. After ten days the tenderness in the right 
upper quadrant of the abdomen seemed subsided 
and the patient was sent home. Three weeks later 
he again had severe pain in the right upper quad- 
rant and was treated at home with penicillin injec- 
tions. Five days later the author examined the pa- 
tient at home and recommended transfer to the hos- 
pital where for several more days antibiotics were 
given and fluids were infused to control severe de- 
hydration. Although gradually the general condi- 
tion appeared to improve, there was an impression 
that a mass in the right upper quadrant was en- 
larging. 

To obviate the risk of diffuse peritonitis, opera- 
tion was done. The gallbladder was covered by a 
heavy mass of omentum. It was thickened and gan- 
grenous and many abscesses were present. An old 
subhepatic perforation of the gallbladder contained 
bile. The gallbladder was also adherent to the stom- 
ach, duodenum and adjacent structures. Dissection 
appeared difficult and hazardous and in order to 
avoid injury to the common duct only the lower 
half of the gallbladder was resected, leaving the 
necrotic wall of the gallbladder lying in the hepatic 
bed. A soft rubber drain was inserted between it and 
the liver for drainage and a second double lumen 
drain was placed into the area of the gallbladder. 
Postoperatively, suction yielded bile for five days. 
The patient received 400,000 units of fortified peni- 
cillin and 0.5 gm. of streptomycin intramuscularly 
every six hours. Fluids and insulin were given intra- 
venously. The wound healed rapidly. The patient 
was discharged nine days after operation. 


This case illustrates several points: 
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1. The timing of operation in acute cholecystitis 
may be made more difficult through the masking 
effect of antibiotics used preoperatively. 


2. Antibiotics are of considerable value after 
operation and, along with proper suction drainage, 
they speed recovery and wound healing. 


3. Diabetic persons are more prone to complica- 
tions of gallbladder disease and therefore should be 


operated upon early in spite of apparent response to 
antibiotics. 


Pelvic Operations 


In pelvic inflammatory conditions antibiotics 
have made it possible to obtain primary healing 
during a short hospital stay if perforation of an 
ovarian abscess indicates operation. Penicillin ther- 
apy of salpingitis without operation has led to in- 
complete restoration of tubal patency and hence to 
increased incidence of tubal pregnancies.’ In radical 
hysterectomy for cervical carcinoma antibiotics 
have almost eliminated postoperative pelvic cellu- 
litis. 

6423 Wilshire Boulevard. 
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CASE REPORTS 


Simple Management of Lead Poisoning 


JOHN B. FIELD, M.D., Ph.D., Los Angeles 


DESPITE INCREASED RECOGNITION of the dangers of 
exposure and the availability of many methods of 
protection, lead poisoning is still one of the most 
important industrial diseases. The conventional 
therapeutic approach “demands much medical in- 
genuity,” and specific therapy, often necessitating 
hospitalization, may have to be given for four to six 
weeks.* 


In conventional therapy, large amounts of cal- 
cium are given at first, frequently by vein, to dis- 
place the bone-migrating lead ion. The continuing 
routine also usually includes magnesium sulfate ca- 
tharsis, and finally a low calcium regimen to liber- 
ate the stored lead. 


Several useful medical applications have already 
been found for the recently developed industrial 
cationic agents which form strong, nonionizing sol- 
uble chelate complexes with divalent and trivalent 
metals.’ ® & ® 13 Ethylene diamine tetraacetic acid 
(EDTA) has been reported to bring about hypocal- 


cemia and reduced systemic calcium levels in hu- . 


mans and to have no noxious effects. It has been 
used to dissolve ordinarily insoluble salts such as 
calcium oxalate, barium sulfate and lead phosphate, 
and indeed has been successfully used to dissolve 
urinary calculi.1:® The preformed compound, cal- 
cium ethylene diamine tetraacetic acid, possesses 
the potential of having its calcium displaced by 


other metals. Results of experiments with animals’ 


suggested that the complex would be of potential 
value in the management of heavy metal poisonings 
by withdrawing the metal in a soluble. excretable 
form and replacing it with calcium in the storage 
reservoir. To date an increasing body of informa- 
tion affirms that this new agent is probably the most 
innocuous specific therapeutic device available in 
the detoxication of lead and several radioactive 
ions. Several reports of use of the drug in the treat- 
ment of lead and mercury poisoning have already 
appeared.” *, 7: 1 11,12 Following is a case report 
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illustrative of the use of this agent in lead intoxica- 
tion. 


REPORT OF A CASE 


A 32-year-old woman was admitted to the hos- 
pital on March 22, 1953, with complaint of gener- 
alized abdominal pain that had begun about a month 
previously and had become progressively more se- 
vere until it was of colicky character. It was accom- 
panied by intermittent nausea and vomiting and 
alternating constipation and diarrhea. All the symp- 
toms became more severe and about March 15 the 
pain became almost continuous. The patient was 
unable to eat or sleep, had malaise and weakness 
and remained in bed. The weight decreased about 
10 pounds in several weeks. Several physicians who 
had been consulted diagnosed several types of 
“enteritis” and prescribed antibiotics, which were 
ineffective. 

Since July 1952 the patient had been employed 
part-time at a ceramics works as a sprayer of under- 
glaze.* In January 1953 she took a full-time job 
elsewhere in the same capacity. In the second job, 
unlike the first, she was not issued a protective face 
mask, and a blower used to clear the spray fumes 
was disconnected because it was “noisy.” After sev- 
eral weeks she noted that nasal secretions were 
heavily coated with the pigment that was being 
sprayed. When she vomited early in the present 
illness, she noted that the vomitus contained large 
amounts of the pigments. 

The lead content in a 24-hour specimen of urine* 
on March 20 was more than 0.5 mg. per liter (nor- 
mal up to 0.08 mg. per liter) and the amount of 
lead in the blood was 0.365 mg. per 100 cc. (normal 
up to 0.05 mg.). 

On physical examination the patient appeared to 
be in acute distress, sitting flexed or upright and 
clutching the abdomen and moaning. The tempera- 
ture was 98 degrees F., the pulse rate 90 and res- 
pirations 28 per minute. The abdomen was round 


*Underglaze as applied to ceramics usually consists of an aqueous 
suspension of ‘‘frit’’ mixed with silica, a pigment of colored oxides, 
clay and organic gums. The “‘frit’’ is a commercial ground mixture of 
melted raw materials which usually contains lead, averaging perhaps 
30 to 40 per cent but as much as 70 per cent. Although , # under- 
glaze spray in its final form may contain no lead at all, usually the 
lead content ranges from 5 to 20 per cent. 


tAnalyses to determine the content of lead in the blood and the 
urine were done in the Spectrographic Laboratory of the School of 
Medicine, University of Southern California, by the method of Butt 
and associates. Determinations were done in triplicate. Average devia- 
tion on each sample based on_ reproducibility was less than 4 per 
cent. (Butt, E. M., Nusbaum, R. E., Gilmour, T. C., and Di Dio, 
S. L.: The use of the emission spectrograph for the analysis of bio- 
logical materials, to be published. ) 
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Chart 1.—Effect of intravenous administration of calcium disodium versenate on the content of lead in the blood 
(mg. per 100 ce.) and in the urine (mg. per liter) of a patient with lead intoxication. The rating of “analgesics” is an 
expression of the total daily doses of sedatives and analgesics required to keep the patient comfortable. 


and soft. Spasm was not noted. There was only mild 
generalized tenderness. 


Laboratory: Erythrocytes numbered 3.8 million 
per cu. mm. of blood and the hemoglobin content 
was 8.8 gm. per 100 cc. Leukocytes numbered 10,350 
per cu. mm.—62 per cent polymorphonuclear cells, 
30 per cent lymphocytes, 8 per cent eosinophils, 0.8 
per cent reticulocytes, and 1.4 per cent basophilic 
stippled erythrocytes. No abnormalities were noted 
in the urine. Results of chemical studies of the blood 
were within normal limits. In roentgen studies after 
barium enema the only abnormality observed was 
delayed emptying. X-ray films of the chest were 
normal, 

At first, therapy consisted of a conventional regi- 
men of a high calcium diet supplemented with cal- 
cium gluconate orally, magnesium sulfate once 
daily, and atropine sulfate. To relieve the distress 
and pain, barbiturate sedation was maintained con- 
tinuously and morphine and codeine sulfate were 
given alternately, each two or three times daily. 
On March 25 treatment with calcium disodium ver- 
senate (calcium EDTA) was begun; 2 gm. in 1 liter 
of 5 per cent glucose in saline solution was given 
intravenously over a 6 to 8-hour period. Similar 
infusions were given on all but one of the next ten 
days. Within four days after administration of cal- 
cium disodium versenate was begun, the patient 
was symptomatically improved with reduction in 
pain. The content of lead in the blood decreased 


tThe calcium versenate was’ supplied by Riker Laboratories, Inc., 
Los Angeles. 
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rapidly, while the amount in the urine remained 
high during the phase of increased excretion (Chart 
1). She was discharged from the hospital April 3 
but, as noted in the chart, laboratory examination 
of blood and urine was carried out several times 
thereafter. At the time of discharge a high intake 
of calcium gluconate and ferrous sulfate was pre- 
scribed. By April 18 the hemoglobin had increased 
to 12 gm. per 100 cc. of blood and by June 6 it 
was 13.5 gm. The postrecovery course was unevent- 
ful save for an episode of acute alcoholism appar- 
ently stemming from emotional instability which 
may have arisen from effects of lead intoxication 
on the central nervous system. 


DISCUSSION 


The administration of the calcium-binding ethy- 
lene diamine tetraacetic acid by intravenous drip 
has been used by the author in ten cases to reduce 
the amount of calcium in the serum. Reduction of 
as much as 50 per cent, to near tetanic levels, has 
been observed.® The amount of calcium to be bound 
and excreted was easily calculated and verified by 
examination. No toxic phenomenon other than minor 
venospastic pain in the canulated vessel was ob- 
served when as much as 2 gm. was administered at 
one time.° 

The nontoxic nature of the preformed calcium 
ethylene diamine tetraacetic acid has been empha- 
sized in the several reports of its successful use in 
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the treatment of poisoning with mercury, lead and 
other heavy metals.” * 7 1% 11,12 Tt has been given 
orally as well as intravenously with good effect." 

Since the binding of calcium in the chelate com- 
plex is relatively weak, in vitro, the calcium can be 
displaced by many metals such as lead, cobalt, 
nickel, chromium and copper. The chelation fol- 
lows a definite order which varies for given divalent 
or trivalent ions within the pH of the solution.!° 
However, in vivo, the calcium-metal exchange occurs 
with less uniformity because of active complexing 
agents in the body which form stronger metal bonds 
than does the calcium EDTA. Treatment of poison- 
ing caused by lead, cobalt and nickel has been 
favorably influenced, and it has also been reported 
that symptomatic improvement was obtained when 
EDTA was used in mercury poisoning.'° Other stud- 
ies in which quantitative determinations were bet- 
ter than in the present case have also shown that 
the administration of calcium EDTA results in pro- 
nounced enhancement of lead excretion and rapid 
subsidence of the symptoms of lead intoxication. 

Thus, the cumbersome and prolonged therapy of 
the past can now be entirely replaced by the use of 
calcium EDTA (or calcium versenate) in doses of 
1 to 2 gm. daily in an intravenous drip for rapid 
excretion of the body-stored lead and relief of asso- 
ciated symptoms. The drug can also be adminis- 
tered orally, although the excretion of lead is 
slower. 


SUMMARY 


In the treatment of a patient with lead poisoning 
resulting from exposure to material used in the un- 
derglaze of ceramics, a new chelating agent, calcium 
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disodium versenate, was used. It rapidly removed 


the free and bound lead from the blood. 
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Audio-Digest Foundation 


ONE OF THE ROUTINE, unpublicized actions of the 
C.M.A. Interim Session of the House of Delegates 
was the approval of the acquisition by the Associa- 
tion of Audio-Digest. This operation has been under 
way in Los Angeles for some months, on a private 
basis, and has attracted considerable attention 
throughout the country. 

As originally put together by Jerry L. Pettis, an 
associate director of public relations for the Cali- 
fornia Medical Association, Audio-Digest undertook 
to prepare weekly tape recordings of digested cur- 
rent medical literature. The primary goal was the 
general practitioner, who was likely to be too busy 
to read the periodicals coming into his office and 
likewise too remote to have access to various spe- 
cialty journals containing items of interest and use 
to him in his practice. 

On this basis, with reading, editing and digesting 
on a volunteer basis, Audio-Digest has developed a 
weekly series of tape recordings of one hour’s dura- 
tion, which the general practitioner can play in his 
home or office. If his time is too occupied for such 
pursuits during his working or home hours, he can 
easily convert his tape recorder to plug into the 
cigarette lighter in his car and thus pick up three 
or four minutes’ digest between home or hospital 
calls. 

On top of the weekly digests, Audio-Digest has 
started accumulating entire lecture recordings by 
nationally recognized experts. These have been made 
-available for more specialized audiences. 


The normal handicaps of small size, limited work- 
ing capital and lack of prestige of a private opera- 
tion influenced Mr. Pettis to offer his idea to the 
California Medical Association. With the prestige 
which the Association can lend to this enterprise, 
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it is obvious that its potential will be greatly aug- 
mented. 

In accepting this gift, the Council of the C.M.A. 
took steps to organize a non-profit corporation, 
Audio-Digest Foundation. This is a wholly-owned 
subsidiary of the Association, the profits of which 
are to be devoted to medical education or other 
fields in the structure of the medical profession. 

The new corporation will be governed by a Board 
of Trustees which will at all times consist of the vot- 
ing members of the C.M.A. Executive Committee. 
These officers include the president, president-elect, 
speaker of the House of Delegates, chairman of the 
Council and chairman of the Auditing Committee. 
Working under this board will be Dr. Edward C. 
Rosenow, Jr., who has accepted appointment as 
editor-in-chief. He, in turn, will be aided by an edi- 
torial advisory board. 


Audio-Digest Foundation will undertake at once 
to expand its editorial board with outstanding mem- 
bers of the profession. It will also proceed to develop 
a library of specialized papers by nationally recog- 
nized physicians and teachers. This should lead to an 
auditory abstract and lecture series of great value. 
In addition to selling its service, Audio-Digest will 
sell tape recording equipment and provide copies of 
tapes for its own use and for others who require 
tape duplicating. The foundation has access to elec- 
tronic equipment which makes the duplicating proc- 
ess not only speedy but most economical. 

Interestingly enough, the cost factor has been so 
reduced by the availability of some working capital 
that a one-hour tape recording, digesting current 
medical literature, can be produced and sold at a 
cost considerably below the cost of the tape alone 
when bought blank at the retail store. When a phy- 
sician has no further use for his tape, he can erase 
it and use it over and over again for office dictation. 
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Audio-Digest Foundation appears to offer a wide 
ind highly flexible field of usefulness. It can be 
used not only for reporting current. medical litera- 
ture but for communicating between the C.M.A. and 
the county societies, for postgraduate training, for 
legislative and other purposes; in short, wherever a 
clear, concise field of communication is desirable. 


It is obvious that under its new sponsorship this 
activity should grow into ever-increasing usefulness 
and return a profit which can be devoted to fields 
strictly in furtherance of better medical training and 
medical practice. 


Another A.M.A. Delegate 


AN ELECTION was held at the C.M.A. Interim Session 
in December to fill an office that did not then exist, 
and while the occasion engendered a good deal of 
levity at the time, the result of that election has 
turned out to be of solid value. 

The office was that of an additional delegate from 
California to the House of Delegates of the Amer- 
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ican Medical Association, even though at the time of 
the December meeting it was not certain that the 
membership of the California association had risen 
high enough to entitle us to an additional represen- 
tative. It was known, of course, that membership 
was close to 12,000, but whether it would go above 
that level could not be definitely determined until 
the county societies filed their official reports of 
membership as of December 31. 

Waiting to see was out of the question owing to 
the fact that A.M.A. delegates must be elected in 
the calendar year preceding the year in which they 
begin their official service. Hence the season was 
rushed a little and an election was held, in subjunc- 
tive mood, to choose an official who was, for the 
nonce, spoken of jocosely as “phantom delegate” 
and “the invisible man.” 

Happily the doubt is ended. Official word has as- 
sured the C.M.A. of an additional, a thirteenth, dele- 
gate to the A.M.A. for 1954. Dr. Paul Foster, elected 
as delegate, and Dr. Arthur A. Kirchner, his alter- 
nate, will serve in the 1954 A.M.A. House of 
Delegates. 





Audio-Digest Foundation 


OWNERSHIP OF A NEW MEDIUM for simplifying and 
intensifying the individual physician’s postgraduate 
education was taken over by the California Medical 
Association at the December meeting of the House 
of Delegates. At that time, a non-profit subsidiary, 
Audio-Digest Foundation, became an official member 
of the C.M.A. family.* Reserves from the enterprise 
will be distributed to the nation’s medical schools 
through the American Medical Association. 

The revolutionary format of Audio-Digest, which 
tape-records medical literature and lectures, was de- 
vised by Jerry L. Pettis, associate director of public 
relations for the C.M.A. The Foundation’s Board 
of Trustees, the same as that governing C.M.A., has 
appointed Dr. Donald Lum, Alameda, president; Dr. 
Albert Daniels, San Francisco, secretary-treasurer ; 
and Dr. Edward C. Rosenow, Jr., Pasadena, editor. 
Pettis has been appointed executive vice-president 
of the operation. A Board of Editors, an advisory 
group that will consist of leading physicians repre- 
senting all specialty groups, is now being estab- 
lished. 

Claron L. Oakley is assistant to the editor for the 
literature digests. William Tobitt is assistant to the 
editor for the lecture series. 


The services offered to the medical profession by 
this Foundation are these: 


1. A weekly, one-hour tape digesting the cur- 
rent medical literature (approximately 1,900 jour- 
nals) from the standpoint of significance and prac- 
tical usage. This is designed primarily for the gen- 
eral practitioner and covers all fields of medicine. 
Physicians in every state of the union are already 
subscribing to this service. 

A series of bi-weekly tape digests that will sum- 
marize the most important specialty literature began 


For additional information, see Council meeting minutes, page 144, 
and editorial, page 104. 
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on January 15. The first of this series will be surgi- 
cal. Internists will have a similar service available 
on February 15 and obstetricians and gynecologists 
on March 15. ; 


2. The second service revolves around a system 
of tape recordings and synchronized visual slides or 
film strips. Accumulated from on-the-spot recordings 
at medical conventions and especially prepared lec- 
tures for the Audio-Digest library, this service is 
designed to bring the top medical names into the 
living room or office of the busy practitioner, with 
the original author or lecturer’s own voice and illus- 
trative slides. Lecture tapes by the leading professors 
in the nation’s 79 medical schools are now being 
assembled and will be made available to private 
physicians, medical schools and libraries, and gov- 
ernment medical services. All lecture material will 
be reviewed each six months to maintain its cur- 
rency. 

Complete subscription information is available 
by writing Audio-Digest Foundation, 800 North 
Glendale Avenue, Glendale 6, California. 
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‘2voceedings, Interim Session, House of Delegates 


3an Francisco, December 12 and 13, 1953 


Saturday Morning Session 


The Interim Session of the California Medical 
Association was called to order at 10:00 o’clock 
a.m. in the Gold Ballroom of the Fairmont Hotel, 
San Francisco, California, on Saturday, December 
12, 1953, Dr. Donald A. Charnock, Speaker of the 
House of Delegates, presiding. 

SPEAKER CHARNOCK: The third Interim Session 
will now please be in order. The first order of busi- 
ness is the report of the Committee on Credentials. 
Dr. Louis P. Armanino of San Joaquin County. 


Dr. ARMANINO: Mr. Speaker, a quorum is pres- 
ent. I move that we accept a visual roll call for veri- 
fication of the constitution of the House. 


... The motion was regularly seconded. .. . 


SPEAKER CHARNOCK: It has been moved and sec- 
onded that we accept a visual roll call as constitut- 
ing the House. Is there any discussion? All those in 
favor, signify by saying “aye.” Contrary? The 
House is constituted. 

I will now give you the reference committees. 
First of all the Credentials Committee—Dr. Louis P. 
Armanino, Dr. Ewing L. Turner of Los Angeles, Dr. 
Francis B. Misner of Colusa. 


Reference Committee No. 1: Dr. J. W. Moore, 
Ventura, chairman; Dr. James B. :Graeser, Ala- 
meda; and Dr. Dave F. Dozier of Sacramento. 

Reference Committee No. 2: Dr. Robertson Ward, 
Dr. John E. Vaughan, and Dr. Thomas P. Hill. 


Reference Committee No. 3: Dr. E. C. Rosenow, 
chairman; Dr. Helen B. Weyrauch, and Dr. Carl M. 
Hadley. 

Reference Committee No. 4: Dr. Albert G. Miller, 
chairman; Dr. Thomas A. LeValley of Los Angeles, 
Dr. Dorothy Allen of Alameda. 


The C.P.S. Reference Committee: Dr. Thomas N. 
Foster, chairman; Dr. Dale E. Barber, and Dr. Paul 
D. Foster. 

If there is no objection to it, this will constitute 
the Reference Committees. Will you please note 
where the Reference Committees are to meet. We will 
make this announcement now and again at the end 
of the session. 

Reference Committee No. 1 will meet in the Ar- 
tists’ Room on the Mezzanine. Reference Committee 
No. 3 will meet in the Cable Car Room on the mez- 
zanine floor. Reference Committee No. 4 will meet 
in the 20th Century Room on the Mezzanine. The 
C.P.S. Reference Committee will meet in the Green 
Room, which is on the first floor. If any business 
comes before Reference Committee No. 2 it will meet 
in the Hawaiian Room on the mezzanine floor. These 
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rooms are available at approximately 2:30 this after- 
noon. 

We wish to announce that resolutions should be, 
as you well know, put in typewritten form. We 
would like you to use, if possible, the five copy car- 
bons which are available for everybody. To have 
the resolutions typed, stenographic service in the 
C.M.A. office will be available to you for typing if 
you so desire. 


REPORT OF REFERENCE COMMITTEE No. 3 


The first order of business this morning is the 
report of Reference Committee No. 3; Dr. Rosenow 
reporting. 

Dr. RosENow: Your reference committee is com- 
posed of Dr. Helen B. Weyrauch of San Francisco 
County, Dr. Carl M. Hadley of San Bernardino 
County, and Dr. Edward C. Rosenow. 

This committee has had before it eight resolutions 
which were introduced at the 1953 Annual Session 
and were not then regarded as emergency measures 
requiring immediate action. 

This report contains the recommendations of the 
committee on the items placed before it. 

Resolution No. 6, introduced by Lester Lawrence, 
Alameda-Contra Costa County. 


Wuereas, The doctor’s personal economy exists 
within a general economy based upon business and 
industrial concepts of capital investments and their 
amortization, operating and production costs, rec- 
ognized depreciation tables and other factors of 
modern accounting methods and principles; and 


Wuereas, Medicine has thus far failed to trans- 
late its economy into these terms; and 


Wuereas, Medicine must now make its economy 
understandable so that it can explain and defend 
fees as based upon the cost of production aud deliv- 
ery of its services; so that it can insist upon taxes 
computed in equity with consideration for educa- 
tional capitalization and its amortization; and so 
that it can gain recognition for reasonable reserves 
for retirement based upon tables of normal years of 
production; and 

Wuereas, Accountants of standing and expe- 
rience inform us that much of the economics of 
medicine can be reduced to terms and methods, 
statements and reports of modern accounting; there- 
fore, be it 

Resolved, That the Council of the California Med- 
ical Association be asked to retain business analysts 
and accountants as needed to conduct a study for the 
purpose of translating into present tax and business 
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language and reports the economics of the doctor of 
medicine; and further be it 

Resolved, That the initial goals of this study shall 
be: 


1. Establish costs as related to fees. 


2. Capitalize the cost of a professional education 
and the forbearance of income during the educa- 
tional period, and establish reasonable tables for 
amortization of these factors. 


3. Determine the normal expectancy for years of 
active practice. 

4. Determine minimum retirement funds that 
should be accumulated and how this cost should be 
reserved. 


5. Establish accounting systems for medicine 
which can be used to substantiate requests for legis- 
lative relief and equity for the doctor of medicine. 

This resolution suggests a technique by which in- 
formation could be made available regarding the 
economic factors in some of the costs of providing 
medical care. Inasmuch as the Medical Services Com- 
mission has been organized to study this type of 
problem, we suggest a substitute resolution as fol- 
lows: ’ 


“Resolved, That the resolution as presented be 
referred to the Medical Services Commission for 
further study.” 

Your committee recommends that this substitute 
resolution do pass. | move the adoption of this por- 
tion of the report. 


... The motion was regularly seconded. .. . 


SPEAKER CHARNOCK: It has been moved and sec- 
onded that this section of the report which will refer 
this resolution to the Medical Services Commission 
be passed. Is there any discussion? Those in favor 
will signify by saying “aye” to it. Contrary? It is so 
referred. Will you proceed? 

Dr. Rosenow: Resolution No. 9, introduced by 
Lyle G. Craig, Los Angeles County. 

Wuereas, The advertising of therapeutic agents 
in the official journals of the American Medical As- 
sociation carries great prestige with the medical 
profession and the public at large; and 

Wuereas, All methods of promotion of any prod- 
uct bearing the seal of one of the councils of the 
American Medical Association is under control of 
said Council; and 

WuereEAs, Some pharmaceutical manufacturers 
have failed to take proper cognizance of their grave 
responsibility in promotion of their products and 
have tended during the past few years to over- 
advertise and over-commercialize new therapeutic 
agents both in official journals of the American 
Medical Association and through direct mail adver- 
tising to physicians throughout the United States; 
and 

Wuenreas, A petition is being presented to the 
House of Delegates of the American Medical Asso- 
ciation in the form of a resolution calling upon 
officers and committees to exercise great care in 
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the selection of advertising material from pharma- 
ceutical firms which do not strictly conform with 
the standards and principles of the Association; 
now, therefore, be it 


Resolved, That this House of Delegates instruct 
the delegates to the American Medical Association 
House of Delegates to work diligently for the enact- 
ment of such legislation as will protect the public 
and the good name of scientific medicine. 


The purpose of this resolution is to alert the 
A.M.A. to inherent dangers in therapeutic claims. 
Because of unfortunate accidents resulting in part 
from the over-commercialization of therapeutic 
agents, this resolution seems a timely reminder to 
the A.M.A. Your committee, therefore, recommends 
a do pass. | move the adoption of this portion of 
the report. 

SPEAKER CHARNOCK: Is there a second? 

... The motion was regularly seconded. ... 

Is there any discussion? 


Dr. CRANE: At the last meeting of A.M.A. I was 
privileged to be on a committee to discuss this prob- 
lem very thoroughly. We had a portion of the 
A.M.A. management with us that day and I believe 
they are aware of this problem. They went into great 
detail stating that as far as the medical profession is 
concerned there are in the Journal of the A.M.A. 
different discussions relative to the merit of all of 
these advertisements; they wish that the members of 
of the A.M.A. would read all of the contents of the 
Journal of the A.M.A. and | believe the A.M.A. is 
taking adequate steps at this time to overcome any 
bad advertising, especially in their group. The 
A.M.A. has a committee that looks over the adver- 
tisements for many of the other journals, and it is 
working on that now. I believe the A.M.A. will come 
up with some very good and substantial changes in 
the very near future. 


SPEAKER CHARNOCK: Dr. Robertson Ward of San 
Francisco County. 


Dr. Warp: Mr. Speaker and members of the 
House. I feel constrained to talk about this a little 
because it was I who moved that this not be an 
emergency resolution at the last meeting of the 
House of Delegates. I should not have made that 
motion. It so happened that I was on the reference 
committee to which this resolution mentioned here 
was referred in the House of Delegates of the Amer- 
ican Medical Association, and I want to tell you that 
it was an emotional experience that we are seldom 
called upon to go through. There were four doctors 
who talked before that reference committee, each 
of whom had lost a child because of the press clip- 
pings of something that was carried in the A.M.A. 
Journal and other journals that are in their adver- 
tising plan. And even after they had lost their chil- 
dren by the use of this so-called harmless drug, they 
still saw ads in the Journal of the A.M.A. and other 
journals that subscribed to that advertising, saying 
how harmless this drug was. That was the reason it 
should have been an emergency. I am sure that you 
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ould have been impressed if you had attended the 
ineetings of this reference committee. The editor of 
the Journal was there and members of the various 
councils that pass these drugs were there, and from 
here out every attempt is going to be made to pub- 
lish findings that show the danger of these new drugs 
just as fast as can be done, in order to prevent sim- 
ilar accidents taking place. It is a rather complicated 
affair and as far as this resolution is concerned, it has 
already gone to the House of Delegates of the A.M.A. 
and has been brought to the attention of the editors 
of the Journal. I am only sorry that I prevented this 
from being an emergency measure when it came up 
before, but I thought the House would be interested 
in the action taken to prevent the acceptance of ad- 
vertising of things as harmless until they are pretty 
well proved to be harmless. 


SPEAKER CHARNOCK: Is there any other discus- 
sion? 

Dr. Rosenow: I speak in favor of the passing of 
this motion. 

SPEAKER CHARNOCK: Are you ready for the vote? 
Those in favor of Resolution No. 9 signify by saying 
“aye.” Contrary? It is so ordered. 

Dr. RosEnow: Resolution No. 10, introduced by 
Logan Gray of San Mateo County. 

Wuereas, The relationship of physician to pa- 
tient is intimate and personal; and 

Wuereas, The security of the patient is based 
partly on the feeling that his doctor and his doctor’s 
medical society and association possess an uncon- 


fused dignity; and 


Wuereas, The prestige of physicians, county 
medical societies, state associations, and the profes- 
sion nationally has suffered because of an occasional 
premature publication of controversy between one 
segment of the profession and another over matters 
of major policy; and 

Wuereas, This taking the profession’s problems 
to the public over the head of the profession has the 
effect of inviting a reaction against all physicians, to 
the eventual detriment of the patient; and 


Wuereas, The press and periodicals cannot be 
blamed, since they can only utilize such material as 
they receive; now, therefore, be it 


Resolved, That the C.M.A. adopt a policy which 
precludes publication of controversial issues by 
small or large groups of physicians, until such mat- 
ters of important policy be decided by full and 
orderly deliberations of the county and state so- 
cieties and that the medical profession be urged to 
settle its own problems without ever pitting one 
faction against the other ‘in the public press and 
journals. 


While the committee recognizes the embarrass- 
ment caused the profession as a whole by thought- 
less or misleading statements made by individuals, 
the importance of freedom of speech and of the press 
transcends all other considerations. Your committee 
therefore recommends a do not pass. 
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Mr. Speaker, I move the adoption of this section 
of the report. 


SPEAKER CHARNOCK: Is there any discussion? 
You will bear in mind that voting a “yes” vote will 
kill Resolution No. 10. Are you ready for the vote? 
Those in favor of the report of the committee will 
signify by saying “aye.” Those opposed? It is so 
ordered. This section of the report is adopted. 

Dr. RosEenow: Resolution No. 13, introduced by 
Allan Hinman of San Francisco County. 


Wuereas, National defense must continue to be 
paramount in the minds of the medical profession; 
and 


Wuereas, The science and profession of medicine 
is absolutely essential in national defense; and 


Wuereas, In the past, until very recently, na- 
tional military medical personnel needs have been 
met on a voluntary basis; and 


Wuereas, A state of affairs has come about 
whereby national military medical personnel needs 
must be met by draft; and 


Wuereas, Any system of drafting medical officers 
cannot be as valuable in defense as a voluntary sys- 
tem; and 


Wuereas, Any medical reserve officer program 
heretofore instituted has not given the reserve ofh- 
cer an even break in his training to assume military 
responsibility; and 

Wuereas, There has never been decent remunera- 
tion for the time consumption, the responsibility, 
and the wear and tear of the conscientious medical 
reserve officer; and 


Wuereas, It is the duty of the American Medical 
Association to point the way to a long term medical 
defense policy; therefore, be it 


Resolved, That the House of Delegates of the 
California Medical Association instruct its dele- 
gates to the American Medical Association to intro- 
duce and foster such resolutions as will tend to 
achieve the following: 

1. Institute a long-term policy in the American 
Medical Association for the purpose of improving 
the position of the medical reservist. 


2. Set up committees and other necessary perma- 
nent personnel to carry out proper negotiations and 
liaison with government, American Legion, and 
otherwise to carry out such policy. 

3. To expressly institute in this policy a demand 
for a fair share of the staggering defense budget to 
foster and subsidize a voluntary medical reserve 
corps sufficiently adequate to take care of national 
needs in time of war. 

We are amending the resolution by deleting item 
3 and by altering item 2 to read as follows: 


2. To set up committees and other necessary per- 
manent personnel to carry out proper negotiations 
and liaison with government, American Legion and 
others.” 
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Your committee recommends that this amended 
resolution do pass. Mr. Speaker, I recommend the 
adoption of this section of the report. 


SPEAKER CHARNOCK: It has been moved and sec- 
onded that you accept this resolution as amended. 
There is discussion from Dr. Parker of San Fran- 
cisco County. 


Dr. Parker: Mr. Speaker, members of the House. 
This committee moves to delete—referred to the 
budget—item 3. However, there are other things that 
will be lost if we accept the committee’s substitute 
as is. I therefore submit the following resolution for 
the committee’s resolution. It would read as follows: 


Resolved, That the House of Delegates of the Cali- 
fornia Medical Association instruct the delegates to 
the American Medical Association to introduce and 
foster such resolutions as will tend to achieve the 
following: 


1. Institute a long term policy in the American 
Medical Association relative to the Medical Reserve 
components of the Services, including the National 
Guard. 

2. Make an extensive study of the possibility of 
so increasing the attractiveness of the Medical Re- 
serves and the National Guard that their enlarge- 
ment will help eliminate the future danger of dis- 
criminatory draft of medical personnel. 

3. Aid the services in establishment of realistic 
military educational programs which will prepare 
the medical reservist for more usefulness in na- 
tional defense in time of war. 


4. Eliminate inadequacies of the promotional oy 
tem for medical reservists. 

5. Set up committees and other permanent per- 
sonnel to carry out a study and to institute the 
proper negotiations and liaison with government and 
others. 


Mr. Speaker, I move the adoption of this substi- 
tute resolution. 


SPEAKER CHARNOCK: We will vote upon this sub- 
stitute resolution first. You are now voting on the 
substitute resolution. Those in favor will signify by 
saying “aye.” To the contrary? The chair is in doubt. 
Those in favor of the substitute resolution will please 
stand. All right, will you be seated, please. Those 
who are opposed to the substitute resolution, will 
you please stand? Thank you. The substitute reso- 
lution has won. We will now pass upon this section 
of the report as amended by the substitute resolu- 
tion. Is there any further discussion on this? Those 
in favor of this report as amended will signify by 
saying “aye.” To the contrary? It is passed. You 
will proceed. 

Dr. RoseNnow: Resolution No. 14. This was in- 
troduced as an emergency resolution at the Annual 
Session and was re-referred to the committee for 
further study by the House of Delegates. This was 
introduced by Allen Hinman of San Francisco 
County. 

Wuereas, The term “free choice of physician” 
is in regular usage to designate an unrestricted right 


of a patient to choose as his physician anyone in 
practice at the time the physician is needed; and 

Wuereas, Organized medicine in California has 
gone to great efforts to preserve the fullest right of 
free choice of physician in its own Blue Shield Plan 
and California Physicians’ Service; and 

WueEnrEAS, There is a certain grave danger to the 
right of good medicine when closed panel groups 
maintain that they are giving free choice of physi- 
cian on the basis that there was a choice when the 
prepayment contract was sold, and that the patient 
has a right to choose his physician from the mem- 
bers of the closed panel; therefore, be it 

Resolved, That the House of Delegates of the Cali- 
fornia Medical Association define the term “free 
choice of physician” as that unrestricted state be- 
tween patient and physician in which the patient 
would have absolute freedom to choose a legally 
qualified physician or surgeon from all of those 
qualified to practice who are willing to give service 
under the conditions established, with no reduced 
benefits in the event that the beneficiary is treated 
by a physician who is not a member of his plan; 
and be it further 


Resolved, That selection of a physician from a 
closed panel group at the time of purchase of the 
prepayment plan, before the need for treatment of 
illness or injury, does not fulfill the requirements of 
this definition; and be it further 


Resolved, That this House of Delegates approve 
the above definition of free choice of physician and 
as the only one acceptable in the California Medical 
Association; and be it further 


Resolved, That the Council of the California Med- 
ical Association is hereby instructed not to permit 
any California Medical Association approval, im- 
plied or otherwise, of any individual, group, or cor- 
poration dealing in medical services or insurance 
unless free choice of physician is exercised accord- 
ing to this definition; and be it further 


Resolved, That the Council of the California Med- 
ical Association is hereby further instructed to use 
all reasonable effort to inform and instruct the pub- 
lic in the basic tenets of this resolution. 


After discussion with many delegates and the 
Medical Services Commission, your committee 
wishes to submit the following substitute resolution 
which would exclude anything not specifically in it. 
We therefore submit this resolution: 


“Resolved, That the House of Delegates reaffirm 
the fundamental public and professional policy that 
each patient is entirely free to choose the physician 
to whom, for his own physical and mental welfare, 
he must reveal intimate, personal confidences with- 
out reservation or misgiving and on whose sound 
judgment his life or well-being may depend.” 


Your committee further suggests that the Medical 
Services Commission may well investigate and study 
the origin and development of the free choice prin- 
ciple, its present value to the public and the degree 
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) which it is currently accepted in this state by the 
_ublic and the profession. 

Your committee recommends that this substitute 
:esolution do pass. 

Mr. Speaker, I move the adoption of this section 
of the report. 

SPEAKER CHARNOCK: It has been moved and sec- 
onded that the report be accepted as amended with 
the substitute resolution. Is there any discussion? 
Dr. Hinman of San Francisco County. 


Dr. Hinman: I should like to point out to the 
House that though this resolution was introduced by 
the speaker he was not the author of this resolution. 
Dr. Leon Parker has been behind this resolution. It 
is a pet of his, and I would also like to point out that 
the substitute resolution introduced by the commit- 
tee does not come to grips with the problem. (Ap- 
plause. ) 

SPEAKER CHARNOCK: Is there any other discus- 
sion? Dr. Sam Sherman. 


Dr. SHERMAN: Mr. Speaker, members of the 
House of Delegates. I fully agree with the remarks 
of Dr. Hinman and I wish to offer to you a substi- 
tute resolution which I think covers this subject very 
adequately, and one for which I do not take any 
credit at all. The Medical Services Commission made 
this definition in the last issue. of Rx Reading, in 
November 1953. I shall read this definition and 
offer this as the final resolve of the substitute resolu- 
tion and that is that the free choice of physician 
shall be defined as follows: 


“The patient should have absolute freedom to 
choose as his attending doctor any duly licensed 
physician and surgeon, who is willing to serve him; 
with no reduced insurance benefit in the event that 
he is treated by a physician who is not a member of 
his plan.” 

SPEAKER CHARNOCK: Is there a second to the 
substitute resolution? 


... The motion was regularly seconded. .. . 


Is there any discussion on the substitute resolu- 
tion? You realize that any of these may be referred 
back to Reference Committee No. 3 or may be re- 
ferred to the Medical Services Commission. At the 
present time we will vote on the substitute resolu- 
tion. Those in favor please signify by saying “aye.” 
To the contrary? It is passed. As this is an amend- 
ment to this section of the report we will now vote 
on this section of the report as amended. Is there 
any further discussion? 


VOICE FROM THE FLoor (Dr. Hinman): I would 
like to rise to discuss that it should go back. Here 
we have a resolution that has been thoroughly stud- 
ied by this committee for six months and it has 
heard pros and cons upon it. And now we have the 
substitute resolution which we consider for about 
six seconds and then pass. That is an unwise way to 
conduct business and I would like to move that this 
portion of this report be referred back to Reference 
Committee No. 3 for its further consideration and 
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that it bring it forth upon the floor here tomorrow 
for our consideration. 


... The motion was regularly seconded. . . . 


SPEAKER CHARNOCK: It has been moved that that 
portion of the report which contains the substitute 
resolution be re-referred to the committee. Is there 
any discussion on this motion for reference? 


Dr. TEALL: This is the saddest time I have ever 
had to address this House, because the resolution 
proposed from Rx Reading was proposed by the 
Medical Services Commission of which I was vice- 
chairman; therefore I will propose it for your adop- 
tion. We have been deeply concerned with the adop- 
tion of a carefully circumscribed definition of free 
choice as the only definition which will be acceptable 
to the California Medical Association. And the rea- 
son we are disturbed about that point—define lib- 
erty or freedom, you thereby are limited in some 
degree. I am confused now. I don’t know whether I 
would like you to pass this or not, but I suspect 
that most of us in the Medical Services Commission 
would prefer that there be no sharply circumscribed 
free choice of physician established as the only ac- 
ceptable definition of the California Medical Asso- 
ciation. I think I have full agreement that the Cali- 
fornia Medical Association reaffirm its stand that a 
free choice of physician is the basis for all continu- 
ing good medical care. In an attempt to avoid cir- 
cumscribing that free choice we must be very 
guarded that we do not make a definition which in 
any way limits that free choice. I think perhaps it 
would be wiser to resubmit the problem to the ref- 
erence committee. 


SPEAKER CHARNOCK: Is there any further discus- 
sion to refer this section of the report to Reference 
Committee No. 3? Those who are in favor of refer- 
ring this substitute resolution and this section of 
the report of Reference Committee No. 3 back to 
Reference Committee No. 3 for report tomorrow 
will signify by saying “aye.” To the contrary? It is 
re-referred. 


Dr. Rosenow: I hope that many of the delegates 
will help us work out this problem in preserving the 
free choice of physician. 

Resolution No. 17, introduced by Eugene Hoff- 
man, Los Angeles County: 


Wuereas, The American Medical Association has 
on two occasions memorialized the Congress of the 
United States to conduct a searching investigation 
into the inroads of the teaching of collectivism in 
our public school system; and 


Wuereas, A special subcommittee of the Senate 
is currently performing this task and has publicly 
exposed some startling facts concerning communism 
in some few of our teachers; and 


Wuereas, A special committee of the Association 
of American Universities has recently issued a re- 
port condemning the teaching of communism in our 
schools and deploring the fact that any of our teach- 
ers should be engaged in this practice, this report at 





the same time failing to mention the broader sub- 
ject of collectivism as a whole; and 

Wuereas, Communism, while spectacular, repre- 
sents only a very minor and comparatively insignifi- 
cant phase of the general problem of collectivism, 
which, with its teachings of price and wage controls, 
agricultural subsidies, government housing, and a 
managed currency based upon an encouragement to 
the individual to deny responsibility for himself and 
to transfer that responsibility to the group, ulti- 
mately results in the regimented or totalitarian state 
by a process of gradualism, this ultimate result being 
in no manner different from that desired and 
achieved by the radical communist; now, therefore, 
be it 

Resolved, That the American Medical Association 
is to be highly commended for its leadership in rec- 
ommending this congressional investigation, and the 
Congress of the United States is to be similarly com- 
mended for its conduct of the investigation thus far 
to date; and be it further, 

Resolved, That a copy of this resolution be sent 
to the President of the United States, his cabinet, 
and to every member of the Congress. 

The reference committee feels that Congress has 
already conducted searching investigations into the 
teaching of communism and seems responsive to 
pleadings to further exposure of teaching collecti- 
vism in our schools. The resolution would tend to 
strengthen its determination to proceed along these 
lines and would give the Congress a vote of confi- 
dence. Your committee, therefore, recommends a 
do pass. Mr. Speaker, I move the adoption of this 
section of the report. 


SPEAKER CHARNOCK: It has been moved and sec- 
onded that this section of the report be passed. Is 
there any discussion? Those who are in favor of 
passing this section of the report will signify by 
saying “aye.” To the contrary? It is passed. You 
will proceed. 


Dr. Rosenow: Resolution No. 19, introduced by 
Francis Rochex, San Francisco County: 


Wuereas, Organized medicine previously devoted 
its entire efforts to promote the science and art of 
medicine and in protecting the public health; and 

WueEreas, Medicine has lacked vision in antici- 
pating the extent of penetration of political and 
socialized pressure groups; and 


Wuenreas, Our inert and defensive action hereto- 
fore has encouraged these organized forces to seize 
from us actual controls; and 


Wuereas, Our counter measures, hastily con- 
ceived and without purposeful organized procedure, 
have caused us to be conciliatory, thus resulting in 
impaired public relations and loss of prestige in 
general; and 


Wuereas, There apparently now has been some 
abatement from government interference, the time 
seems to be propitious to be constructive and ag- 
gressive in action; now, therefore, be it 
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Resolved, That the House of Delegates approve 
formulation of plans that will preserve the indepen- 
dence of the practitioner, maintain the quality of 
medical care, and at the same time meet the just de- 
mand for some type of prepaid medical service; and 
be it further 


Resolved, That the C.M.A. delegation to the 
A.M.A. be requested to make an effort to have legal 
counsel of the A.M.A. (1) review and restudy the 
laws (as the antitrust laws) that hinder in any way 
the actions of organized medicine in endeavoring 
to maintain its integrity; (2) consider the feasibil- 
ity of amending existing laws or sponsoring new 
legislation to accomplish this end. 

While the committee feels that the intent of this 
resolution is excellent, we have been advised that 
the A.M.A. is already well aware of the problems 
presented in the resolution and nothing would be 
added by passing the resolution. Therefore, Mr. 
Speaker, your committee recommends do not pass. 
Mr. Speaker, I move the adoption of this section of 
the report. 


... The motion. was regularly seconded... . 


SPEAKER CHARNOCK: The adoption of this section 
of the report has been moved and seconded. Is there 
any discussion? 

Dr. Rocuex: Mr. Speaker and members of the 
House: It may well be that the intent of this resolu- 
tion is not apparent because it has been phrased in 
rather general terms. In a broad sense it deals with 
two independent but still related aspects of the dis- 
tribution of medical care. For many years it was 
common practice for self-sustaining individuals of 
our society to receive what we call private medical 
care. In the past few decades we have witnessed an 
international trend toward socialism and collecti- 
vism of various types. This has influenced the prac- 
tice of medicine in many countries to a varying de- 
gree. Those who have been most interested in fur- 
thering the alteration of the type of medical practice 
from a strictly private enterprise to one of problems 
to be managed exclusively by the state have been 
pushing toward the final goal of completely social- 
ized medicine. In some states there has been simply a 
modification of the private practice of medicine. In 
some countries the goal of the collectivists has been 
achieved and we have now complete socialized 
medicine. 

We have witnessed in this country in the past few 
years changes in our practice of medicine, always 
deviating away from private enterprise. We are now 
in a transition period. In this country there is no 
reason to believe that the practice of medicine will 
continue as it is now practiced in this country. Ulti- 
mately we shall arrive at a final position of more or 
less equilibrium which will be the way in which 
medical practice will be carried on for a long time 
to come. 

This final position will be achieved in one of sev- 
eral ways. It may be achieved by action of more or 
less liberal legislation either of our state or of our 
national government. Most of you will recall that this 
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‘ery nearly came into being only a few short years 
«go, in 1940 to be precise. The other way in which 
i: may be solved may be that there will be a gradual 
hift away from private enterprise and medicine 
nore toward the group practice, more toward col- 
‘ectivism, until we are close to a government opera- 
tion of our medical services. Then upon the develop- 
ment of some type of economic reserves of greater 
or less importance in this country it will be a short 
step from the type of medicine we are practicing to 
a completely socialized plan operated by the gov- 
ernment. 


Now, the third way in which this problem may be 
solved may be by careful thought and deliberation 
on the part of medicine at this time. It may be done 
by deciding and initiating a plan which would be 
mutually acceptable to the practitioners of medicine 
and those who are to be the recipients of medical 
care. Some of you may be well satisfied with the way 
medicine has been responding to this threat over the 
past few decades. I think when I say that, it is not in 
a critical sense but rather with a feeling of responsi- 
bility that we here are a part of that program which 
has been carried out in recent years, that this posi- 
tion is debatable. 


There are some who have chosen to compare our 
policies of organized medicine to the vacillating for- 
eign policy of our federal government during the 
past two decades. There never seemed to be a clean- 
cut policy which was clear and distinct to everyone. 
It was rather a policy of stand by and wait to see 
what our opposition decided to do. When the oppo- 
sition made a move we hastily gathered in confer- 
ence and tried to decide what was the best defensive 
move that we might make to stop the inroads of the 
opposition. I think most of you will agree that this 
is not the formula for success in any field, whether 
it be on the football field, in the field of widespread 
military operation, or whether it is in the field of 
medicine. 

It is to be hoped that this final plan for medical 
practice in this country will cleave to the principles 
which have long been enunciated, and frequently 
enunciated, by organized medicine. It is to be hoped 
that it includes the free choice of physician, it will 
embody the maintenance of a personal relationship 
between the physician and patient, it will insure for 
the physician a reasonable return for his services 
and it will offer the patient a plan which will per- 
mit him to pay for those services in such a way as 
to minimize the likelihood of personal financial ruin. 


The present time seems to me the most opportune 
time for us to formulate such a plan and to attempt 
to put such a plan into operation. At this time our 
national government’s position on this problem is 
such that they would not be likely to interfere with 
any such plan. Now, some of you who feel that we 
are progressing satisfactorily along this line, I should 
like to recall to your attention what is transpiring 
at the present time in our own state. This past week 
we had the opportunity to see and hear the excellent 
film which has been presented by the public relations 
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section of the California Medical Association. It was 
interesting to note that the same theme continues on 
right through the whole film. 

Those of you who have seen it will recall that 
there were discussed numerous instances in various 
parts of the state where attempts had been made to 
make inroads into the private practice of medicine. 
In each instance practitioners of medicine called 
hurried conferences, got together to decide what 
should be done in the way of a defensive move 
against this new encroachment. In making such a de- 
cision they had to make some sort of concession, 
either to raise the ceilings or reduce the fees or 
make some sort of concession. This is the precise 
pattern which we have been following for years. 
Each time that the attempt has been made to make 
some encroachment upon the practice of medicine, 
after planning some sort of defensive measure, we 
meet with the opposition; we make some sort of 
concession each time. Organized medicine makes the 
concession. We make the concession today, tomor- 
row, and make still a further one. 

The time is not far off—yes—when there will be 
no further concession to make. It is my feeling that 
this is the opportune moment to get together, study 
the problem, make up our minds, and initiate action 
to bring this into full realization. 


Another part of this problem deals with the anti- 
trust laws. Most of you will recall what occurred in 
Washington, D. C., not too many years ago. The 
Federal Housing Administration established a com- 
plete service medical establishment. This establish- 
ment was in open competition with the private prac- 
titioners of medicine in Washington. When the 
medical societies endeavored to take means to pro- 
tect themselves against these inroads, you will re- 
call the Department of Justice was called, investiga- 
tions of medical societies were made, the Washing- 
ton, D. C., Medical Society and the A.M.A. were 
named as co-defendants as violators of anti-trust 
laws. The judgment was against organized medicine, 
and all the newspapers in the United States carried 
on the front pages the news that the medical trust 
had been convicted of violating the anti-trust laws. 


It would appear to me that this may be an oppor- 
tune time to consider the advisability of amending 
that law, so at least to give organized medicine the 
opportunity of protecting itself. As this law is writ- 
ten at the present time, it represents discriminatory 
legislation. It allows groups of individuals in certain 
fields of endeavor certain rights and prerogatives 
which it denies to other groups of individuals. I wish 
to call your attention to the fact that this resolu- 
tion does not call for a specific action to either one 
of these problems by this group; it merely calls for 
a bringing of this problem to the attention of the 
A.M.A. so that they may discuss this problem and 
deliberate on it at this time and make whatever 
recommendations and take whatever action they 
see fit. 


Dr. SHAw: With the permission of the Speaker, 
I should like to lightly amend one of the first re- 
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solves in this resolution which in no way alters the 
intent of the meaning of the resolution. In the first 
Resolved, it now reads, “That the House of Dele- 
gates approve formulation of plans that will pre- 
serve the independence of the practitioner, maintain 
the quality of medical care, and at the same time 
meet the just demand for some type of prepaid 
medical service.” I would like to amend it by includ- 
ing after the words “prepaid medical service,” “and 
so memorialize the House of Delegates of the 


A.M.A.” 


SPEAKER CHARNOCK: Dr. Shaw has offered this as 
a substitute resolution. Is there a second to this? 
It has been moved and seconded that we adopt this 
substitute resolution. Is there any discussion? 


VoIcE FROM THE FLoor: During the study of this 
by the San Francisco delegation we had conflicting 
reports regarding what the A.M.A. had been doing 
in regard to this problem. I'd like to know from the 
chairman of Reference Committee No. 3 whether the 
A.M.A. has actually acted on this problem or not. 


SPEAKER CHARNOCK: Will the chairman please 
answer that question. 


Dr. Rosenow: I can’t say whether they are work- 
ing on it, but we were so informed. Mr. Hassard 
was one of those who told us that active work was 
going on in the study of the anti-trust laws, and that 
was further confirmed after your members of the 
reference committee brought it to my attention. Both 
of the delegates from the Los Angeles area told me 
that it was their understanding that the A.M.A. was 
organizing diligently in this direction. 


Dr. BLum: We are in another quandary trying to 
solve a problem in a few seconds. I therefore move 
that this be committed back to Reference Committee 
No. 3. 


SPEAKER CHARNOCK: It has been moved and sec- 
onded that it be referred. Is there any discussion to 
this? 

Dr. RoseNow: I appreciate very much Dr. Ro- 
chex’s discussion of his resolution, because this was 
not presented to the reference committee either at 
the time they met or in the six months since. I would 
like to bring this to the attention of the House of 
Delegates. It was not our intention to oppose the 
principles outlined in this resolution. It was our 
understanding that all of what this resolution in- 
tended to do is already being vigorously pursued, 
and for that reason we thought it superfluous to 
pursue the subject. I am in favor of all of the intent 
of it, and I wouldn’t want anyone to think we were 
not. 


SPEAKER CHARNOCK: Dr. Hinman, do you wish 
to discuss the motion to refer? 


Dr. Hinman: I have a point of information. My 
point of information is this: Did Dr. Blum intend 
to have this referred back to the House tomorrow? 


SPEAKER CHARNOCK: This will be referred back 
to the House tomorrow. Is there any further discus- 
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sion? Those who are in favor will signify by saying 
“aye.” To the contrary? The motion to refer wins, 
and that section of the report will be referred to 
Reference Committee No. 3. Will you proceed. 

Dr. Rosenow: Resolution No. 22, introduced by 
Ian Macdonald of Los Angeles County. 


Wuereas, The Cancer Commission of the Cali- 
fornia Medical Association has, after careful investi- 
gation, demonstrated the ineffectiveness of certain 
agents proposed for the treatment of cancer; and 

Wuereas, The said Cancer Commission has evi- 
dence of the use of these agents in private practice 
by certain members of the California Medical Asso- 
ciation; now, therefore, be it ’ 


Resolved, That the House of Delegates request 
component county societies to take appropriate ac- 
tion toward the investigation and appropriate dis- 
ciplining of those members who persist in using 
such unproved remedies for cancer without facilities 
for investigational purposes under controlled, scien- 
tific conditions. 


The importance of appropriate action being taken 
against members using such unproved remedies for 
cancer cannot be overemphasized. Your committee 
therefore recommends a do pass. Mr. Speaker, I 
move the adoption of this section of the report. 


SPEAKER CHARNOCK: It has been moved and sec- 
onded that this section of the report be adopted. Is 
there any discussion? Those who are in favor will 
signify by saying “aye.” To the contrary? It is 
passed.’ 


Dr. Rosenow: Mr. Speaker, I move the adoption 
of the report of Reference Committee No. 3 as 
amended, 


SPEAKER CHARNOCK: The report of Reference 
Committee No. 3 as amended, and two sections re- 
ferred back to the reference committee, is now before 
you. Is there any discussion on this? Those who 
are in favor as amended and referred, signify by 
saying “aye.” Contrary? It is passed. Thank you 
very much, Dr. Rosenow. 


REPORT OF REFERENCE COMMITTEE No. 4 


The next order of business is the report of Refer- 
ence Committee No. 4. Dr. Albert G. Miller of San 
Mateo, chairman. 


Dr. Miter: This report of Reference Committee 
No. 4 is very brief. This committee, composed of Dr. 
Dorothy Allen of Alameda, Dr. Thomas A. LeValley 
of Los Angeles and myself, is reporting on the one 
resolution presented to us in May and carried over 
for action at this time. 

This was the resolution by Dr. Sidney J. Shipman 
for'the Council. This resolution regarding a consti- 
tutional amendment officially admits the Councilors- 
at-Large to the House of Delegates of the C.M.A. 
with the right to vote. It does so by deleting the 
word “District” in sub-section (c) of Article III, 
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‘art A, Section Ll. ‘his section would now read as 
llows: 

“Section 1—Composition 

“The House of Delegates shall consist of: 

“(a) Delegates elected by the members of com- 
»onent societies; 

“(b) Officers of the Association as hereinafter 
provided ; 

“(c) Ex officio, with the right to vote, the Coun- 
cilors, and 

“(d) Ex officio, without the right to vote, the past 
presidents.” 

We of your reference committee recommend that 
this resolution do pass. Mr. Speaker, I move the 
adoption of this report. 

SPEAKER CHARNOCK: It has been moved and sec- 
onded that this report be adopted. Is there any dis- 
cussion? Those in favor of adopting this resolution 
will signify by saying “aye.” Opposed? It is passed. 

At this time, in order to facilitate business and 
get the resolutions before the reference committees, 
we are going to proceed with the introduction of 
resolutions and I would remind you that resolutions 
may also be put in at the end of this session and 
that stenographic service is again available in the 
C.M.A. office, which is the California Room on the 
mezzanine. Are there any resolutions to be offered 
at this time? Dr. Turner. 

Dr. TuRNER: Members of the House: This is a 
resolution to amend Division 3, Chapter XI, sections 
10 and 19 of the By-Laws of the American Medical 
Association. 

Wuereas, The Judicial Council frequently has 
presented to it for decision controversies between 
contending parties or is asked for and gives its opin- 
ion on matters with respect to which there are differ- 
ences of view; and 

Wuereas, The full hearings of both parties to a 
controversy are essential to a just determination of 
it and full cognizance of all views is essential to the 
expression of sound opinion and it is desirable that 
there should be equal opportunity for all interested 
persons to be heard; and 


Wuereas, Interpretation of ethical principles of 
general application ought to be subject to examina- 
tion by the House of Delegates; it is 


Resolved, That Division 3, Chapter XI, Section 
10(A) (1) be and it hereby is amended to read as 
follows: 


“(1) The judicial power of the Association in 
matters of broad general ‘policy and the interpreta- 
tion of ethical principles shall be vested in the Judi- 
cial Council whose decision shall be final unless 
rejected or modified by the House of Delegates. All 
opinions of the Judicial Council shall be open to 
inspection by any authorized representative of any 
Constituent Society of the A.M.A. at the headquar- 
ters of the Association. Any such opinion may be 
brought before the House of Delegates by any dele- 
gate at any of the three regular meetings of the 
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House succeeding the rendition of the opinion. The 
House may affirm or modify such opinion or return 
the matter to the Judicial Council for reexamina- 
tion; it is further 

Resolved, That Division 3, Chapter XI, Section 
19(A) be and it hereby is amended by adding at 
the end thereof a new paragraph as follows: 


“(7) In matters with respect to which an investi- 
gating jury is not requested, the Judicial Council 
shall observe the following procedure: 


“(a) No issue between parties shall be decided 
by the Judicial Council without affording to each 
party the opportunity to be heard in the presence of 
each other, either personally or by a representative 
of his choice both orally and in writing. All parties 
shall be notified of the time and place of hearing in 
ample time to make the right to be heard effective. 

“(b) No opinion (except decision of specific con- 
troversies under paragraph (a) above) shall be ren- 
dered by the Judicial Council until at least 60 days 
after the request for opinion (or the tentative opin- 
ion if no request has been made) shall have been 
published in the Journal of the A.M.A. for at least 
two consecutive issues. Any member of the A.M.A. 
or a designated representative may present his views 
on such matter to the Judicial Council in writing 
and, if any constituent or component society so 
requests, hearing shall be held at which any recog- 
nized medical society which desires it shall be heard 
by a representative of its choice; it is further 


Resolved, That the California delegates to the 


A.M.A. be instructed to support this resolution. 


VicE-SPEAKER BalLey: Thank you, Dr. Turner. 
Dr. Bender. 


Dr. BENDER: Mr. Speaker, members of the House: 
I have two resolutions. Fortunately, they are short. 
This is the first one. 


Wuereas, The House of Delegates, during the 
annual session of May 1953, changed the status of 
the Interim Session from mandatory to optional; 
and 


Wuereas, Present provisions for the conduct of 
the Interim Session require simplification for effec- 
tive usage; therefore, be it 


Resolved, That the following changes be made in 
Chapter V, Section 7 of the By-Laws: 


Paragraph (a): Delete “effective January. 1, 
1954,” leaving provision for the Annual Session un- 
changed otherwise. 


Paragraph (b): Delete current provision for an 
Interim Session, and substitute “During any meet- 
ing of the Annual Session, the House of Delegates 
may elect to hold an Interim Session in the last six 
months of the same calendar year. During such In- 
terim Session business shall be conducted as in the 
Annual Session. The time and place of such Interim 
Session shall be determined by the Council as far as 
possible in the advance and notice thereof pub- 
lished in the Journal of the Association.” 
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Paragraph (c): Delete in toto procedure for des- 
ignation of emergency resolutions. 


Paragraph (d): Change heading to paragraph 
(c), provisions contained therein for special meeting 
to remain unchanged; and be it further 


Resolved, That the saving of approximately 
$2,000 in any year in which an Interim Session is 
not held shall, if practicable, be applied to the sup- 
port of medical schools through the American Medi- 
cal Education Foundation, to supplement voluntary 
contributions by our members, or to the reduction 
of dues. 


The second resolution is this: 


Wuereas, The need of funds has become urgent 
for purposes vital to medicine, particularly the sup- 
port of medical schools dedicated to free enterprise 
and to non-government control; and 


Wuereas, The trend of dues in our organization 
on all three levels is ever upward and never down- 
ward; and 


Wuereas, Opulence has led the California Med- 
ical Association into ways of extravagance; there- 
fore, be it 


Resolved, That this House of Delegates, without 
presuming to invade any function of the Council, 
desires the adoption of the following practices of 
reasonable economy, in the best interest of medicine 
in general and of our dues-paying members in par- 
ticular: 


1. Discontinue the practice, almost unique among 
state associations, of sending our 12 alternates to 
either session of the House of Delegates of the Amer- 
ican Medical Association annually, as observers, 
with all expenses paid—travel and $25 per diem 
from the time of departure till return—at an ap- 
proximate annual cost of $6,000; 


2. Discontinue the $6,000 annual salary of the 
Editor of the Journal, also an indulgence shared by 
few state associations on a comparable basis, a prac- 
tice which was intended to make possible the em- 
ployment of a full-time physician-employee with a 
record of long service in our Association, and not 
to single out for compensation one among hundreds 
of our members, also in active practice, who devote 
at least equal time and effort without thought of 
remuneration; and be it further 


Resolved, That the saving of approximately $12,- 
000 annually shall, if practicable, be applied to the 
support of medical schools through the American 
Medical Education Foundation, to supplement vol- 
untary contributions by our members, or to the 
reduction of dues. 


Mr. Speaker, I suggest that the second resolution 
be designated as an emergency resolution. 


Vicre-SPEAKER BAILEY: We will consider that, and 
the first one will be referred to Reference Committee 
No. 4. Now the question comes before the House 
whether this second one shall be considered an emer- 
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gency or not. It requires a two-thirds vote. The sec- 
ond one is the one on opulence. 

Those in favor of declaring the second resolu- 
tion as an emergency will answer in the customary 
manner. Opposed? The “no’s” have it. It is not an 
emergency. It has already been referred to Refer- 
ence Committee No. 3. 

Are there any further resolutions? Dr. Leon 
Desimone. 

Dr. Destmone: Mr. Speaker, members of the 
House: This is a plea for preventive medicine for 
the inarticulate. 

Wuenreas, The hazards for man and animal from 
rabies is on the increase; and 

Wuereas, The Council of the City of Los Angeles 
is considering an ordinance for the compulsory 
vaccination of dogs against rabies; be it hereby 

Resolved, That the House of Delegates of the Cali- 
fornia Medical Association go on record as favoring 
such an ordinance, and that copies of this resolution 
be sent to the president of the Los Angeles City 
Council, and to Mr. Edward R. Roybal, chairman of 
the Public Health and Welfare Committee of the 
Los Angeles City Council. 

SPEAKER CHARNOCK: This will be referred to 
Reference Committee No. 3. 

Dr. DestmoneE: In view of the City Council con- 
sidering it at the present time I would like to have 
it considered as an emergency measure. 

Voice FROM FLoor: Second. 


SPEAKER CHARNOCK: It has been moved and sec- 
onded to make it an emergency. Those in favor of 
such an action will say “aye.” Opposed? It is an 
emergency. 

Dr. Carl Hadley. 

Dr. HADLEY: 

Wuereas, The intravenous ‘administration of 
fluids is an increasingly important part of the man- 
agement of patients; and 

WueErEAS, This method of treatment is an essen- 
tial part of any disaster program; and 

Wuereas, This method of treatment is a stan- 
dardized technical procedure which can suitably be 
performed by nurses under medical supervision; 
and 


Wuereas, This is a time-consuming procedure 
which can be more economically provided to the 
patient by the nursing personnel; therefore, be it 

Resolved, That this House of Delegates go on rec- 
ord in promoting legalization of the above procedure 
by nursing personnel, under medical supervision, 
and introduce instruction in intravenous technique 
among practicing nurses and into schools of nursing. 

SPEAKER CHARNOCK: Do you care to make that an 
emergency? Not an emergency. It will go directly to 
Committee No. 3. Dr. Lester Lawrence. 

Dr. Lawrence: Mr. Speaker, members of the 
House of Delegates: The subject of this resolution 
is Uniform Health Insurance Forms. 
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WuenreEas, The cost to the doctor of reporting on 
iealth insurance claims is becoming a major bur- 
cen; and 

Wuenreas, A standard form of report for all plans 
would somewhat reduce this mounting burden; and 

WHEREAS, Several large union welfare plans and 
commercial insurance companies have now agreed 
to cooperate in this project; therefore, be it 

Resolved, That the Medical Services Commission 
be requested to work with representatives of welfare 
plans and insurance companies in devising uniform 
reporting forms; and be it further 

Resolved, That the Medical Services Commission 
be empowered to approve a single standard form to 
be used by all doctors in reporting to all voluntary 
health insurance carriers. 


Mr. Speaker, I would request that this resolution 
be an emergency. 

SPEAKER CHARNOCK: All those in favor of it as 
an emergency say “aye.” Opposed? It is so ordered. 
Dr. Burt Davis, Santa Clara County. _ 

Dr. Davis: The title of this resolution is: The 
Crippled Children’s Program. 


Wuereas, The scope of the Crippled Children’s 
Program in California has been greatly broadened 
during the past ten years, with the major portion 
of the increased costs being borne by the state; and 


Wuenreas, This has produced apprehension on the 
part of many physicians, a portion of which may be 
allayed by a better understanding of the program; 
and 


Wuereas, Financial responsibility under the act 
has never been adequately delineated; and 


Wuereas, The legal definition of a crippled child 
is indefinite and is interpreted variously in differ- 
ent communities; therefore, be it 


Resolved, That the House of Delegates of the 
California Medical Association instruct the Council 
of the California Medical Association and the appro- 
priate committees of the Association to direct their 
activities toward the following: : 

1. That the Legislature of the State of California 
be encouraged to make a realistic legal definition of 
a physically handicapped child. 

2. That the Legislature be requested to establish 
methods for uniform practices of social servicing for 
determining financial responsibility under the act; 
and be it further 


Resolved, That the following recommendations be 
endorsed: 


1. That the family physician be allowed to do 
those procedures for which he is qualified. 

2. That the services of the family physician be 
fully utilized in making referrals and in following 
up the cases under treatment. 

3. That the family physician be furnished with 
consultation and progress reports, in order that he 
may be fully aware of cases under treatment which 
would normally constitute a portion of his practice; 
and be it further 
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Resolved, That the California Medical Association 
undertake a program of disseminating to its mem- 
bers information regarding the Crippled Children’s 
Services in order to eliminate many of the mis- 
understandings which have hitherto arisen regard- 
ing the operation of this program. 


SPEAKER CHARNOCK: That will go to Committee 
No. 3. Are there further resolutions? We will give 
additional time at the end of the meeting to put in 
further resolutions. So if there are no further reso- 
lutions, perhaps Mr. Hassard will give his report of 
the Legal Counsel. Mr. Hassard. 


REPORT OF LEGAL COUNSEL 


Mr. Hassarp: Mr. Speaker, members of the 
House: This interim report will cover only the high- 
lights in several medical-legal fields that are of para- 
mount interest to all practicing physicians. No effort 
will be made to cover each of the many subjects 
that have occupied the time of the legal department 
since the last annual session. 


First, in the anti-trust field there have been no 
court decisions since the opinion of the United States 
Supreme Court in U. S. vs. Oregon State Medical 
Society, which was reported to you at the last ses- 
sion. One new suit has been commenced, this time 
in Minnesota. 


The action is by a group co-op at Two Harbors, 
Minnesota, against the local county medical society, 
seeking a court order requiring the society to admit 
to membership physicians who are employed by the 
co-op, and seeking an injunction restraining the 
society from interfering with the co-op’s attempts 
to build a new hospital. The case directly resulted 
from inability of the co-op to raise funds to build 
a new hospital at Two Harbors, and the belief of 
the management of the co-op that the local physi- 
cians have induced the local railroad—the only busi- 
ness of any size in Two Harbors—to refrain from 
donating funds. I have recently been informed by 
the attorney for the Minnesota State Medical Society 
that the testimony of the president of the railroad 
has been taken by the attorney for the co-op, and 
that the president emphatically testified that phy- 
sicians had no influence at all on his decision; that 
the real reason for the management’s refusal to con- 
tribute was that the co-op is owned and controlled 
by labor unions. This case has not progressed far 
enough to warrant any guess as to its outcome. How- 
ever, it is safe to say that it involves local issues 
primarily, and that regardless of its outcome no new 
law applicable elsewhere is likely to result. 


Second, practice of medicine by unlicensed indi- 
viduals or corporations through hired physicians. 
This problem, I am afraid, like death and taxes, 
will vex the professions of medicine and law indefi- 
nitely. The human urge to make money is not likely 
to change, and as long as it exists individuals will 
attempt to profit from the practice of law or medi- 
cine without benefit of education, training or license. 
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There have been two decisions by the District 
Court of Appeals in California within the last three 
months. I will present more in this field. Before dis- 
cussing them, let me outline briefly our court sys- 
tem. The lowest, of course, are our justice courts 
and municipal courts. Above them are our superior 
courts with which you are all familiar. Then above 
the superior court the state is divided into four dis- 
tricts and there are four district courts of appeal. 
Above those four courts is the Supreme Court. 

The first of the two recent district court of appeal 
decisions is Complete Service Bureau vs. San Diego 
County Medical Society, decided in September by 
the Fourth Appellate District. Most of you are famil- 
iar with the essential facts in this case. 

In 1939 Mr. Parmer, a layman, organized a cor- 
poration called Complete Service Bureau under our 
nonprofit corporation law. This corporation then em- 
ployed physicians and solicited the public to enroll 
in a medical-hospital plan. During the years, Mr. 
Parmer through various devices completely dom- 
inated and controlled Complete Service Bureau; 
through a holding company called Group Property, 
Incorporated, he maintained ownership of C.S.B.’s 
land, buildings and equipment, and siphoned off 
10 per cent of the gross earnings for himself. CSB 
used salesmen and all forms of advertising to solicit 
patients. It furnished medical services on a fixed 
fee schedule basis, charging $1 per office call and 
up to $95 for major surgery. Hospitalization was 
furnished on a prepaid basis. The doctors employed 
worked on salaries. 


The San Diego County Medical Society sought an 
injunction against continuance of this commercial 
business, on the ground that three laymen—Mr. 
Parmer and the two corporations—were practicing 
medicine. The Superior Court in San Diego decided 
against the Medical Society, the trial judge stating 
as his opinion that any form of experimentation in 
group medical care is desirable. On appeal, the dis- 
trict court of appeal reversed the action of the trial 
court, and said: “If the undisputed facts shown by 
the evidence do not disclose a failure to comply 
with existing laws, and do not constitute a plain 
evasion of those laws and the existing regulations, 
it appears beyond question that the existing laws 
designed to regulate and control the practice of med- 
icine, and other professions, should either be re- 
pealed or greatly changed.” 


After a decision by our District Court of Appeals, 
the Supreme Court, at any time within 60 days after 
decision by a district court of appeal, may grant a 
hearing and transfer the case to the Supreme Court 
docket. In November the Supreme Court, by unani- 
mous decision of the seven justices, voted to grant 
a hearing in this case. Oral argument before the 
Supreme Court is scheduled for the second week in 
January. Final decision with respect to the legality 
of the type of operation engaged in by Complete 
Service Bureau will thus be made by our Supreme 
Court. 


The second case was decided by the Second Ap- 
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pellate District late in November. It is County of Los 
Angeles vs. John Anson Ford. I believe that the opin- 
ion of the court succinctly states the nature of the 
case, the issue involved, and the decision reached. 
And I am sure it will interest you. I will quote from 
the opinion, “By the instant proceedings in man- 
damus, the County of Los Angeles seeks to compel 
J. Anson Ford, as chairman of the Board of Super- 
visors, to execute contracts pursuant to which the 
medical schools of the College of Medical Evangel- 
ists and the University of Southern California would 
render medical and teaching services in the County 
Hospital. 

“The Board of Supervisors approved each of the 
contracts in formal session and directed its chairman 
to sign them. His refusal to do so is based upon the 
premise that the contracts are invalid, because: (1) 
they violate the civil service provisions of the county 
charter; and (2) they constitute an unlawful cor- 
porate practice of medicine by medical schools. 

“Among other things, the petition alleges that the 
petitioner has a mandatory duty to provide medical 
care for the indigent sick. (Sec. 2500, Welfare & 
Inst. Code.) 

“That, in order to do this, petitioner maintains 
the County Hospital which consists of a group of 
hospitals. Two of them are general hospitals, to-wit: 
Los Angeles County General Hospital and Los An- 
geles Harbor General Hospital. These are operated 
as teaching institutions. 

The court states: “The purpose of this is to ade- 
quately staff the two general hospital facilities, and 
thereby attract interns and student trainees to serve 
in these institutions, and also to maintain a standard 
of medical care and treatment at an adequate level. 

“This is made possible by affiliations with univer- 
sities and colleges having accredited medical schools, 
which provide medical specialists from their teach- 
ing staffs. These specialists provide effective on-the- 
job training and teaching facilities to those employ- 
ees holding permanent civil service classification, 
ie., “residents, interns, graduate nurses, student 
nurses, laboratory technicians, x-ray technicians, 
dietitians, medical social workers, physiotherapists 
and occupational therapists,” thus enabling the hos- 
pital to keep abreast of modern medical techniques. 


“These services have been rendered gratuitously 
by the teaching staffs of University of Southern Cali- 
fornia, the College of Medical Evangelists and the 
College of Osteopathic Physicians and Surgeons. 
Recently, the presidents of these three institutions 
gave notice to the Board of Supervisors of Los An- 
geles County that they could no longer continue to 
do so and that they would be forced to restrict or 
terminate these services unless petitioner would 
agree to pay a fair compensation therefor.” 

Thereafter the Board of Supervisors determined 
“that it is necessary to continue operating the Los 
Angeles County General Hospital as a teaching hos- 
pital in order to adequately care for the indigent 
sick. As a result, it instructed the Chief Administra- 
tive Officer of the county to negotiate contracts with 
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ine three named medical schools in order to assure 
tne continuation of these services. A separate con- 
icact was negotiated with each medical school.” 

The court had this to say about the practice of 
medicine: “Mr. Ford claims that such medical care 
and services rendered to the patients by the faculty 
members of the respective medical schools consti- 
tutes unlawful corporate practice of medicine by 
said medical schools. 

“Without question the schools involved are quali- 
fied and accredited medical schools, and the faculty 
members thereof are regularly licensed physicians 
and surgeons. 

“Basically, the rule against corporate practice of 
medicine is designed to protect the public from 
possible abuses stemming from commercial exploi- 
tation of the practice of medicine.” 

“As heretofore stated, Los Angeles County must 
care for the indigent sick. 

“Section 202 of the Welfare & Institutions Code 
prohibits the Board of Supervisors from contracting 
for the care of such persons except in certain cir- 
cumstances which include cases: , 

““*(2) which require treatment or the use of 
facilities not immediately available in the county 
hospital.’ In such event, the cited section permits 
the Board to secure ‘hospital service or any portion 
thereof from any public. or private hospital, clinic, 
rest home, sanitarium or other suitable facility or 
from any corporation formed under Section 9201 
of the Corporations Code or under Chapter 11A of 
Part 2, Division 2, of the Insurance Code, and oper- 
ating in the state.’ 


“Tt would appear that the language of the quoted 
section furnishes sufficient authority. for entering 
into the contracts here in question. The real purpose 
of the contracts is to furnish to the County Hospital 
those necessary services and facilities without which 
it could not function as a teaching institution. These 
facilities include medical treatment of indigent pa- 
tients in the County Hospital by individual members 
of the medical profession. Such service is actually 
furnished by medical schools. The actual diagnosis 
and treatment of patients will be done by licensed 
physicians, to-wit: faculty members. Perhaps that 
fact alone would not be conclusive, if the schools 
were soliciting the public or offering medical serv- 
ices to the public generally. In the instant cause, the 
schools have no legal or factual contact with the 
public or with the hospital patients. 


“In the circumstances, accredited non-profit edu- 
cational institutions like universities and colleges 
may enter into the contracts for care of the indigent 
sick without in any way violating the principles 
upon which the rule against corporate medical prac- 
tice rests.” 


And that is the end of the opinion of the District 
Court of Appeals. While we agree with the result 
reached by the district court, we are not in accord 
with part of the language found in the opinion. We 
believe that when the court said, “The actual diag- 
nosis ‘and treatment of patients will be done by 
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licensed physicians, to-wit: faculty members,” it 
fell into an error which could have very serious 
consequences. Admittedly, in all instances of cor- 
porate practice of either medicine or law or den- 
tistry, licensed physicians or attorneys or dentists 
perform the services; a corporation is an artificial 
legal entity, and can only act through live human 
beings. The law against corporate practice cannot 
be circumvented by having a corporation use li- 
censed physicians to practice medicine or surgery 
upon patients who are obtained by solicitation. This 
has been held time and time again. 

At the moment we have two decisions. One, hold- 
ing that a commercial motive by a layman, and two, 
corporations controlled by him constitute unlawful 
attempt to practice medicine. And another court 
holding that the use by a county in caring for the 
indigent sick of local medical schools does not vio- 
late the law. 


Generally there are three main categories of un- 
licensed practice. These are: First, the wholly un- 
licensed physician who holds himself out as a quali- 
fied and licensed medical practitioner; the second 
is a person who holds limited license in a related 
field and who extends his activities beyond the 
authorized scope of his field; third, the so-called 
corporate practice, which I have already covered. 
With respect to the unlicensed practice of a profes- 
sion, the legal profession faces the same problems. 
The key problem is how to enforce the licensing 
laws. The Bar Association has found time after time 
that to proceed against an unlicensed individual or 
corporation in the lower courts on a misdemeanor 
produces nothing since practicing law is not akin 
to theft or embezzlement. Justices of the peace and 
juries are loath to convict and impose jail sentences. 
Time after time guilt is proven only to have the 
jury feel that no great harm has been done and allow 
the defendant to go free. While we here fully realize 
that treating the ill or injured may do incalculable 
harm it is difficult to convey this knowledge in a 
criminal action. 


Some years ago the legal profession established a 
definite procedure for prevention of unlicensed prac- 
tice, one that does not involve fine or imprison- 
ment, that is not a criminal action in nature, and 
which is tried before a superior court, rather than 
a justice of the peace. This proceeding is an action 
in equity, seeking an injunction or restraining order 
prohibiting the unlicensed person from continuing 
his unlawful acts. This method of enforcement has 
proven quite successful in the legal field, and for a 
number of years the American Bar Association and 
the various state bar associations have had standing 
committees on the unlawful practice of the law, 
whose duties specifically include the commencement 
and prosecution of injunction suits against persons 
found to be practicing law without benefit of a 
license. 


Until this year, this remedy has not been available 
to medicine in California. Prior to September of 
this year, the only remedy involved arrest by an 
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investigator of the Board of Medical Examiners, 
criminal trial before a justice’s court and jury, and 
either acquittal or conviction of a misdemeanor. 
Discouraging results were the rule rather than the 
exception. 

This year, however, the Legislature enacted a new 
section in the Medical Practice Act (Business & Pro- 
fessions Code, Sec. 2436), which became law on 
September 10. This section provides that either the 
Board of Medical Examiners or any ten physicians 
may commence action in the superior courts to en- 
join any person who has engaged in “or is about to 
engage in” any acts or practices which constitute 
or will constitute an offense against the Medical 
Practice Act. 

This new law for the first time permits enforce- 
ment of the Medical Practice Act by medical socie- 
ties as well as by the state board, and permits the 
civil remedy of injunction, as distinguished from 
the criminal remedy of conviction of a misdemeanor. 
It also permits proceedings to be commenced in the 
superior courts, rather than in the lower courts. It 
gives to medicine the same enforcement weapon 
that bar associations have possessed for some time. 

Acting under this new law, the Council some 
months ago created a Committee on the Unlawful 
Practice of Medicine. It is anticipated that this com- 
mittee, working in harmony with the State Board of 
Medical Examiners, may prove an effective guardian 
against encroachment upon the practice of medicine 
by unlicensed individuals, corporations and other 
types of business organizations. 

The law is new; the committee is new; and of 
necessity considerable time will be required before 
this weapon is fully developed. 


SPEAKER CHARNOCK: Thank you very much, Mr. 
Hassard. We had this new law up here two years 
ago before the Legislature and it was vetoed, unfor- 
tunately, and everyone has been working like hell 
since to get it into law, which it finally is. We look 
forward to it doing something which has never 
before been done. Now I would like to call upon 
Dr. Sidney Shipman for the report of the Council. 


REPORT OF THE COUNCIL 


Dr. SHipMAN: Mr. Speaker and members of the 
House: Since the close of the 1953 Annual Session, 
the Council has held five meetings. An organization 
meeting was held on May 28, 1953, at which time I 
was elected chairman and Dr. Lum, vice-chairman. 
Regular meetings were held on July 25, October 17, 
December 11, 1953, and today. 

This report is offered for the information of the 
House of Delegates and will consider only the high- 
lights of the Council’s discussions at these meetings. 

1. Litigation in San Diego County, in the case 
where a closed-panel medical care plan was demand- 
ing the admission of some of its physicians to mem- 
bership in the county medical society, has progressed 
through the District Court of Appeals, where the 
adverse judgment rendered by the Superior Court 
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in San Diego County was reversed. The case has now 
been appealed by Complete Service Bureau to the 
State Supreme Court. That body has voted to hear 
the appeal and has scheduled oral arguments for the 
week of next January 11. Thus we may expect a final 
decision in this matter next spring. 


2. A special committee of the Council has con- 
tinued to meet with a similar committee of the Cali- 
fornia Osteopathic Association. These committees 
are exploring the possibility of the amalgamation of 
the two professions. A proposal in the American 
Medical Association looking toward such amalga- 
mation has been deferred for action until next June. 
Several possible steps for achieving this proposed 
amalgamation have been suggested to the committee 
and we may count upon continued meetings toward 
this end. 


3. The Council has authorized the exploration of 
a statewide Conference on School Health. Such a 
meeting would bring together representatives of the 
medical profession, of the school systems, the Par- 
ent-Teacher organizations, school physicians and 
nurses, physical education instructors, dentists and 
others. Plans have tentatively been made to schedule 
such a conference for the fall of 1954. 


4. The Council has approved the offering of 
health and accident insurance to eligible members 
of the Association and such a program has been 
offered through Charles O. Finley Co., insurance 
brokers. This offering was authorized as a means of 
providing additional insurance for members who 
wished to increase their own programs and making 
such insurance available to other members who, 
through location or health reasons, would otherwise 
be uninsurable. All expenses of soliciting participa- 
tion in this program have been met by the insur- 
ance broker and the program has been made effec- 
tive as of December 1, with a participation of at least 
50 per cent of the members of the Association. 


5. The Council has considered ways and means 
of eliminating from the business brought before the 
House of Delegates certain ill-advised language 
which might create ambiguity or cast an undeserved 
reflection on the Association. To that end, a resolu- 
tion has been approved by the Council for introduc- 
tion at this session of the House of Delegates; this 
resolution will be presented when new business is 
called for. 


6. The special committee appointed by the Coun- 
cil under the chairmanship of Dr. Lewis A. Alesen 
has continued to function in behalf of arrangements 
between Blue Cross and Blue Shield plans for co- 
operation in underwriting employee groups for 
health insurance. Some progress has already been 
made in this direction and the Council is confident 
that much good will result from these discussions. 


7. The special committee under the chairmanship 
of Dr. Francis J. Cox has made considerable head- 
way toward achieving a more equitable schedule of 
fees for industrial accident cases. The work of this 
committee has required the use of economists, at- 
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torneys, and legislative representatives in order to 
meet the many technical difficulties imposed by state 
laws. The Council has seen fit to compliment Dr. 
Cox and his committee for the splendid perform- 
ance they have turned in to date and to express the 
lope that a more realistic schedule of industrial fees 
may be established in the coming months. 


8. The 1953 House of Delegates referred to the 
Council two resolutions dealing with the location of 
physicians in rural areas. The first of these resolu- 
tions dealt with a study of the need for physicians 
in rural areas throughout the state and, the second 
referred to the possible methods of community plan- 
ning and financing for physicians in rural areas. 
The Council has referred both of these matters to 
the Committee on Rural Health, which has them 
under discussion and consideration at this time. 


9. The Council has approved the upward adjust- 
ment of some ten or more fees in the fee schedule of 
California Physicians’ Service, following the ap- 
proval of these adjustments by both the Board of 
Trustees of California Physicians’ Service and the 
Medical Services Commission of the California Med- 
ical Association. 

The Council recommends approval of these ad- 
justments by the House, namely, home, office, and 
hospital calls, consultations and mileage. 


And, finally, 10. The matter of the Audio-Digest. 
You heard mentioned already this morning Mr. Pet- 
tis’ Audio-Digest for the dissemination of current 
medical information and the report that it is being 
tried out most effectively in Los Angeles. He offered 
this to the California Medical Association, and it 
was considered this morning by the executive com- 
mittee and then by the Council and was accepted. 
It was taken over under control of the C.M.A. and 
will be operated as a separate business. Any earn- 
ings will go to medical education, although Mr. 
Pettis has been provided for. That is the report. 
(Applause. ) 


C.P.S. BOARD OF TRUSTEES 


SPEAKER CHARNOCK: I think you ought to be told 
what the agenda will be from now on out and we 
expect to reassemble at two o'clock. In the meantime 
we will hear from the C.P.S. Board of Trustees. I 
bring you Dr. Hodges. 


Dr. Hopces: Mr. Speaker and members of the 
House of Delegates: In the six months since the 
annual C.M.A. meeting at Los Angeles, in May, 
there have been numerous developments in the af- 
fairs of California Physicians’ Service. Some of 
these are of more than passing interest and impor- 
tance to the physicians of California. Permit me to 
discuss these matters of our dual responsibility to 
you, the physicians of California, and to the bene- 
ficiary members, your patients. 

You will recall that the C.M.A. Study Committee 
restated the objectives of C.P.S., and that these 
objectives were then approved both by the House 


VOL. 80, NO. 2 + FEBRUARY 1954 


of Delegates and by the C.P.S. Board of Trustees. 
This restating has assisted the Trustees and the 
administration in programming activities and in 
securing more satisfactory and dependable results. 


E ficiency of Operation: Sound and consistent busi- 
ness principles, effective integration of the various 
departments, more effective use of standard organi- 
zational procedures have all contributed to a con- 
tinued downward trend in the costs of operation. 
C.P.S. is now operated so that 8614 per cent of its 
gross income is paid to doctors, to hospital, or added 
to the reserves so necessary to protect those pay- 
ments in the event of unforeseen heavier than nor- 
mal usage. ' 


Credit must be given the staff of C.P.S., under 
Executive Vice-President Mr. K. L. Hamman, for the 
achievement of simplification and improvement of 
operation. Another factor in the better position of 
C.P.S. is the decided effort of the medical profession 
to avoid overuse of their plan. The decreased usage 
demonstrated in the past year markedly benefits our 
ability to extend advantages to you and the public, 
as will be brought out later. 


Financial Status of C.P.S.; We continue in a strong 
and healthy financial position. From the standpoint 
of income, California Physicians’ Service is the larg- 
est of the three non-profit plans in California. Aiding 
the physician members of the Finance Committee 
are two lay members of the board, who as business 
executive and financial counsellor bring invaluable 
experience and ability to the organization that no 
combination of physician members could equal. The 
realistic handling of funds and the demonstration 
of operating economies have been the direct result 
of their efforts. 


As the fiscal position of C.P.S. has improved, the 
reserves of the corporation have at last reached the 
point at which the rate of their growth may safely 
be curtailed. The physicians of the state have been 
patient in accepting minimal return that their plan 
might be strong. It has long been the realization of 
the Board of Trustees that this inadequacy of recom- 
pense existed. 


The National Association of Insurance Commis- 
sioners has studied most closely the affairs of medi- 
cal prepayment plans, and at a recent meeting ar- 
rived at some conclusions on which to advise(and, 
in some states, to control) Blue Shield and Blue 
Cross plans relative to reserve requirements. They 
have stated that plans must have no less than the 
amount needed to pay three months of normal ex- 
perience costs, and no more than six months. Below 
three months’ reserves would require a premium 
rise, or curtailment of services. Above six months, 
a lower premium rate or liberalization of services. 
California Physicians’ Service is responsible to the 
Attorney General, but the influence of a body like 
the N.A.I.C. is certain to be felt, nevertheless. 


Our reserves represent a healthy mid-point be- 
tween the two extremes noted, approximately four 
and one-half months of anticipated normal usage. 
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Realizing that the present rate of accrual to the 
reserve funds is no longer required, and realizing 
that an adjustment in fee allowances to the profes- 
sion is timely, the Board of Trustees has acted upon 
this suggestion of the Finance Committee and has 
approved this move. In so doing, it is distinctly not 
the intention of the board to alter the relative value 
of one fee to another. However, the board, like all of 
medicine, earnestly desires to see this matter of fee 
relativity resolved in a not too distant future. 

Directly linked with this move to recompense the 
physician somewhat more adequately is our inten- 
tion to extend benefits to group contract holders 
without increasing rates to the public for C.P.S. 
coverage. 


Beneficiary Membership: Final dissolution of the 
joint operations with Blue Cross in Southern Cali- 
fornia was accomplished in September of this year. 
It began, as you know, in December of 1950, and 
could be completed only upon the expiration of exist- 
ing joint contracts. These contracts were then avail- 
able to the whole prepaid field. Some signed with 
Blue Cross, some with Permanente, some with com- 
mercial carriers. C.P.S, has been signing an encour- 
aging and increasingly large per cent of these ex- 
pired contracts. 

In July of this year, our membership reached a 
low of 599,279. Since September, the total number 
of memberships has been increasing. Our executives 
anticipate that there will be a membership gain at 
the end of the fiscal year, March 31, 1954, for the 
preceding twelve months, of approximately 50,000. 

I should like to point out that a reasonable con- 
tinued growth can show a decided decrease in our 
operating cost percentage, eventuating in extension 
of benefits and a better return to the physician. In a 
growing state, a growth in members covered seems 
reasonable. No organization flourishes if it stands 
still. Growth requires selling and the sales methods 
of C.P.S., 1 am sure a little current study will dis- 
close, are on a factual, planned low pressure basis. 
Our sales force are indoctrinated in realization that 
they are selling a service for the server and to the 
public and that in this instance the server must de- 
sire to sell what the public is asked to buy. 

Some advertising is a prime requisite of any sell- 
ing. While all copy cannot possibly please everyone, 
Blue Shield desires truthful effectiveness. As the 
nationwide aspects of Blue Shield are described to 
you, you will better understand certain national ad- 
vertising soon to be seen. All Blue Cross and Blue 
Shield plans will be published in this projection of 
the ideology of volition rather than compulsion in 
medical care. 


Development of National and Coastwide Coverage: 
The future of Blue Shield type plans will be deter- 
mined to a considerable extent by the ability of the 
plans in the various states and regions to act coop- 
eratively or collectively to sign contracts with groups 
whose members are beyond state boundaries. More 
and more this is asked for when unions or great 
corporations desire a health benefit plan. Blue Shield 
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and Blue Cross are in a strategic position to accom- 
plish this. Thus far no closed panel plan is in a posi- 
tion to attempt even a gesture of this kind of thing. 
An effective Blue Shield can be successful in pre- 
venting it! 

Some months ago a contract was signed whereby 
National Blue Shield and Blue Cross agreed to write 
the business of national corporations jointly, on a 
nationwide basis. 

Inasmuch as California is primarily a branch 
plant state, the growth of this national business 
among private insurance companies has _ been 
marked and it is believed that the employees of many 
companies can be most effectively served by a Na- 
tional Blue Shield-Blue Cross joint program. 

Recently, a segment of the meat packing industry 
—Swift and Company—contracted for hospital serv- 
ices through National Blue Cross and medical serv- 
ices through National Blue Shield, and participation 
of C.P.S. in this program made possible the secur- 
ing of approximately 7,500 members in California. 
I might state that an unsuccessful competitor for 
this business was a well-known closed panel plan. 

During the fall months the Stationary Engineers 
were interested in uniform benefits in Washington, 
Oregon, and California. Through joint solicitation 
a substantial number of the members of the Station- 
ary Engineers’ Union in California have been added 
to C.P.S.—the first such contract written on a coast- 
wide basis. 

It is anticipated that there will be an increased 
demand on the part of companies with branch plants 
or offices throughout the forty-eight states for uni- 
form benefits, and that C.P.S. will be successful in 
securing its share of this business. 

A contract negotiated in the spring of 1953 
between a labor union and an industry employing 
many thousands of people included a paragraph 
saying that the nationwide employees were to be 
covered by Blue Shield and Blue Cross except in 
California, where the local labor unions were author- 
ized to contract with Blue Cross, Blue Shield, Perma- 
nente or a private insurance company for coverage. 


There is no closed panel plan that can offer 
national or coastwide coverage, so every effort is to 
be made to extend uniform Blue Shield-Blue Cross 
coverage to the national contracts in California. 


Closed Panel Competition: A careful analysis of 
the factors concerned in the growth of closed panel 
plans has led to the conclusion that planned coopera- 
tion between the doctors and C.P.S. Blue Shield 
could result in successful competition with these 
closed panel plans. It is noteworthy that during the 
past several years, no existing C.P.S. group of size 
has been lost to any closed panel plan. In competing 
with such plans for group coverage, C.P.S. has been 
most successful in areas where there exists high 
community confidence in doctors—a willingness on 
the part of doctors to adjust income ceilings to meet 
proposals of closed panel groups with no income 
ceiling—with adequate benefits in C.P.S. contracts 
and aggressive cooperative solicitation. 
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In Riverside County, where the inroads of the 
closed panel plan threatened the private practice of 
medicine, a program was jointly developed by the 
county society and C.P.S. which eliminated such 
threat. 

In other areas, such as Santa Monica, San Pedro, 
and Long Beach, programs are now in process of 
development whereby service rendered by the doc- 
tors and the C.P.S. method of collecting and distrib- 
uting funds is making substantial progress. 

I have, on several occasions, met with doctors in 
various parts of the state to aid in planning their 
successful competition. I have concluded that meet- 
ing the threat before such plans are firmly estab- 
lished is greatly more effective than merely oppos- 
ing them once they are in a locality. The impact 
of such a plan on a community must not be under- 
estimated. 


Relations with the Profession: One of the most 
heartening developments to be noted in the past year 
has been in the sharp increase in the cooperation of 
the leaders in the medical profession—both state and 
county—with the trustees and staff of C.P.S. This, 
in turn, I am certain, has encouraged the latter to 
redouble their efforts to forge C.P.S. into an effec- 
tive instrument for the profession and the public 
alike. 

The solicitation of groups by doctors and C.P.S. 
salesmen jointly has been increasing, with the result 
that many new groups, from Eureka to San Diego, 
have been added. 

This doctor-C.P.S. cooperation has been so wide- 
spread that it is impractical to list all of the areas 
in a report such as this, but suffice it to say that 
such cooperation has commanded ‘the respect of 
group leaders from the lumber industry in Northern 
California to the aircraft industry in the South. 


Conducting -C.P.S. affairs in this pleasant atmos- 
phere of mutual trust is one of the pleasant rewards 
of serving. It is the deep desire of the trustees and 
management of C.P.S. so to operate your plan that 
such cooperation is fully and continuously deserved. 


Simplification of C.P.S. Contracts: A realization of 
complexity and multiplicity of contracts, with nebu- 
lous overlapping of medical, surgical and hospital 
benefits, or worse, great gaps in coverage, a con- 
sciousness of growing ill will over petty exclusions, 
conditions, and annoyances, both to doctors and 
patients, led to careful analysis of all contracts. 
Under the Contract Committee an energetic corps 
of C.P.S. workers proceeded to study the sources of 
dissatisfaction. Twenty-four major ones were rooted 
out and eliminated from all future contracts. The 
added expense to C.P.S. is as nothing compared to 
the good will resulting from their banishment. 

In addition, it was determined that future con- 
tracts should be written on the “unit” basis, with a 
number of accurately dimensioned “building blocks” 
from which units a contracting agency could devise 
the type of contract suited to its purposes and needs. 
A single basic contract is to apply, with endorse- 
ments being added as building blocks. As old con- 
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tracts expire, new contracts will be written on this 
basis. They should be ready by about January 1, 
1954. 


Sale of Indemnity Type Insurance: As recom- 
mended by the Study Committee and approved by 
the C.P.S. trustees, the California Physicians’ Insur- 
ance Corporation was organized in the spring of 
1953. Funds necessary for the purchase of the shares 
of this corporation and the establishment of reserves 
as required by law were voted by the Board of Trus- 
tees. This is a corporation wholly owned by Cali- 
fornia Physicians’ Service. 

This indemnity insurance company is now in 
being. It was formed for the purpose of writing 
insurance, when so requested, by any county society 
under a controlled individual, county and state fee 
schedule. 

To date, several divisions of county societies have 
developed and adopted average fee schedules, but 


‘the San Francisco Society is the only one that has 


officially requested action. 

The formation of this insurance company permits 
C.P.S. to offer both indemnity and service type 
contracts and thus compete in a broader field of 
prepaid medical, surgical and hospital care. 

If and when other county societies adopt average 
fee schedules and request C.P.S. action, experimen- 
tal programs can and will be inaugurated. 


Proposed Plan for Affiliation of Blue Shield and 
Blue Cross in California; As has been reported to the 
House of Delegates, the C.M.A. Council has ap- 
pointed a committee, upon recommendation of the 
Study Committee, to reexamine the possibilities of a 
close affiliation between the two Blue. Cross plans 
in California and C.P.S.-Blue Shield. Numerous 
meetings have been held and all C.P.S. representa- 
tives have cooperated in every possible way in these 
exploratory conversations. Divergent viewpoints or 
differences in philosophies are looked upon as mat- 
ters to be resolved, rather than as obstacles barring 
settlement. 

In the meantime, C.P.S. is solvent, sound, grow- 
ing, so that the element of panic or ill-advised haste 
in arriving at mutual agreement plays no part in 
negotiations. An air of cordiality prevails at the 
meetings. The organization meets to discuss pooling 
of effort for broader service, rather than the absorp- 
tion of sick or weak members. 


Veterans’ Program: The continuation of the pro- 
gram for payment to doctors for outpatient care of 
service-connected disability of veterans has been 
seriously threatened through the proposed reduction 
in funds allocated for such payments as compared 
with funds allocated for the maintenance of the per- 
sonnel of veterans’ hospitals, etc. 

Under the leadership of Mr. Richard Lyon, and 
with the fine cooperation of those doctors with con- 
nections in Washington, C.P.S., has been successful 
in retaining the program as carried out in Califor- 
nia. The willingness on the part of the doctors to 
continue to serve veterans during the short two-week 
period when no funds were available was most com- 
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mendable, and extremely helpful in dealing with the 
Veterans Administration. You can be assured that 
your interests in this matter, and those of your vet- 
eran patients, will be represented by C.P.S. 


The Future of C.P.S.: This is, of course, dependent 
largely upon the future of all of voluntary prepaid 
medicine. The future can be nothing if compulsion 
is substituted for volition. The concept of prepay- 
ment has not merely been accepted by the public. 
It is enthusiastically endorsed. If medicine does not 
shape and guide this thing it may discover that a 
national union or a closed panel advocate has. 

The best in C.P.S. has adapted to the changing 
needs and conditions, and the future should find 
C.P.S. able to exhibit flexibility in meeting the 
changes of the future — changes that should be 
molded in part, at least, by the medical profession. 

I feel that C.P.S. must be virile, potent, effective. 
It must not dominate, to be sure, but a satisfied pro- 
fession must consider it not merely something to be 
tolerated, or worse, an instrument against some- 
thing. A satisfied profession must support it because 
it will be a two-edged sword, faithfully serving you 
and your patients. 


In determination that the profession must be satis- 
fied, the Board of Trustees and management pledge 
every effort to anticipate the needs and desires of the 
doctors as well as the demands of the market. Our 
greatest satisfaction would be the knowledge that 
all had been well served. 


SPEAKER CHARNOCK: Thank you very much, Dr. 
Hodges. Dr. Hodges’ report will go to reference 
committee on C.P.S. business. Anyone having a 
resolution on C.P.S. business can still, of course, 
introduce it later on this afternoon. 


We have considerable business to conduct this 
afternoon. We must be out of this room by 5 o’clock 
and I am going to ask you to return to this room 
so that we may begin our business precisely at 2 
o'clock. We have some distinguished guests this 
afternoon to present to you. It is the first time that 
the Governor of California has come to the House 
of Delegates of our Association and he is to visit us 
for a short time this afternoon, together with the 
Lieutenant Governor. So if there is no action to be 
taken and no objection from the House, we will 
recess until precisely 2 o'clock. 


... The House of Delegates recessed at approxi- 
mately 12:30 o’clock.... 


Saturday Afternoon Session 


The Interim Session of the California Medical 
Association reconvened at 2:00 p.m., Donald A. 
Charnock, M.D., presiding. 


SPEAKER CHARNOCK: Ladies and_ gentlemen, 
please be in order. At this time it gives me a great 
deal of pleasure to present to you the Clinical Profes- 
sor of Medicine at the University of California who 
will talk to us on “Tuberculosis—Today and Tomor- 


row.” Dr. Sidney Shipman. (Applause. ) 
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. . . Dr. Shipman presented an informal address 
on “Tuberculosis—Today and Tomorrow.” . . 


SPEAKER CHARNOCK: Thank you very much, Dr. 
Shipman, for that very interesting talk on tubercu- 
losis. Dr. Green, will you present Dr. Kenney, please. 


Dr. GREEN: Members of the House, ladies and 
gentlemen: It is‘a great pleasure for me at this time 
to introduce to you one of the hardest working presi- 
dents of state medical societies or associations in 
this country. I have known this gentleman for a con- 
siderable time and have the greatest respect for him. 
As a matter of fact the friendship is so close, I'd 
almost love him if he had long hair. (Laughter.) I 
want to present to you Dr. J. Stanley Kenney of New 
York City who is here in the interest of the blood 
picture in his home state. Dr. J. Stanley Kenney. 


Dr. Kenney: Thank you, Dr. Green. Members of 
the House: I won’t presume to intrude on your time 
which I know is most valuable, but I do want to say 
how happy it is for me to be able to be here, even 
for these tew minutes, to greet you and tell you how 
your colleagues in New York feel about California. 
There was a time ten years ago when I| might not 
have been able to say this so readily, but fortunately 
we have had an opportunity at pretty close range to 
personally see and study the things you are all inter- 
ested in, which are common situations not only in 
California but in New York as well. For that reason 
it is really a very great privilege and pleasure for 
me to say these very few words to you. 


I have been particularly impressed over the last 
year or two at the tremendous accomplishments you 
have made in your blood banking field. I am not a 
hematologist but I was roped into this thing in 
New York. We are about to launch the blood bank 
association in New York. We are incorporated and 
about to go into business. And I am here to learn 
through your very gracious courtesy. I want to 
thank you for bearing with me for these few minutes 
and I wish you Godspeed in your deliberations. 
( Applause. ) 


SPEAKER CHARNOCK: Thank you very much, Dr. 
Kenney. Dr. Kenney has to make a 3 o’clock plane 
and therefore he has to leave quickly. 

Gentlemen, I am going to ask you to please fill up 
these front seats, because it looks so much better for 
our distinguished visitor who is just coming. Dr. 
Shipman and Dr. Green will bring in our distin- 
guished guests. Gentlemen, as the Governor comes 
down the aisle we should all stand. 


VicE-SPEAKER BatLey: Members of the House: 
We are much honored this afternoon to have with 
us a distinguished friend who really needs no intro- 
duction to this body. It appears that Governor 
Knight promised to serve us when he took office. But 
a record of his past performances is appreciably 
better than that. Governor Knight has been a friend 
of the state medical societies ever since he has been 
in Sacramento and a long time before that. There are 
no friends like old friends. Just to show that we take 
no chances that the matter of friendship might some- 
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how be concealed or kept secret, we have published 
an editorial on the subject in CALIFORNIA MEDICINE 
entitled “New Atmosphere” which will reach some 
12,000 doctors, families, and employees. It is pos- 
sible, too, that some of our patients might be told 
how pleased we are to have Goodwin Knight, Gover- 
nor of the State of California. Delegates and mem- 
bers, His Excellency, Governor Knight. (Standing 
applause. ) 


ADDRESS BY GOVERNOR KNIGHT 


GOvERNOR KNIGHT: Thank you, Dr. Wilbur Bai- 
ley. Lt. Governor Harold Powers, distinguished of- 
ficers of this association, members, and my fellow 
Californians: When Dr. Bailey was speaking in his 
pleasant and friendly manner concerning myself, I 
was reminded of a simple little anecdote which seems 
appropriate to recall at this time. It concerns a man 
about 78 who went to a minister to tell him that the 
shades of his life were drawing to a close and he 
would like to discuss with him the matter of the 
funeral arrangements and particularly the service. 
He said, “Reverend, you will, of course, remember 
that I was president of the chapter of the Rotary 
Club and head of the Community Chest, and I would 
like you to mention that each year I was very gen- 
erous in my gifts to charity. I was president of the 
Welfare Council, I was called to Washington, and 
then I advised the Governor on different occasions, 
and I also was president of my company, and I had 
four fine children who went to universities and 
played on football teams. Generally speaking, Rever- 
end, you will agree with me I have been a prominent 
citizen?” The Reverend nodded. “Well that is it, 
generally. . . . Oh yes, I was Ruler of the Elks, too.” 
And so he left. And the Reverend prepared to make 
his notes, when he heard a knock on the door. The 
man stuck his head in and said, “By the way, Rever- 
end, don’t forget to stress my humility.” (Laughter. ) 


I feel that in this company I should respond to 
those words with becoming humility. Yes, gentle- 
men, I do feel that I am here among friends. It may 
be political issues, but in addition since I am a mem- 
ber of a contemporary profession, I think we have 
much in common indeed, and I am sincerely happy 
that during the time that I shall act as the Chief 
Executive of the State that I shall do and say and be 
that kind of things that you would do, say, and be, 
if you were Governor of California. To Be Governor 
of California impresses me as a definition—a good 
definition might: be that to be a good governor 
would be to have the imagination to put yourself 
in the best man’s shoes and the courage to walk in 
them. In any event, | am honored to appear here 
today and extend greetings to you and | am priv- 
ileged to have been invited to attend this 1953 
interim session of the House of Delegates of the Cali- 
fornia Medical Association. I understand that while 
your House of Delegates has been holding such in- 
terim sessions for the last six years, this one may 
be the last of its kind, except in the event of pressing 
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need. If this is so, | am fortunate to have this oppor- 
tunity for leisurely discussion with you, because 
your future meetings may be very brief, and devoted 
only to urgent matters. 

It was nearly a hundred years ago when your 
association was formed by 76 members of the medi- 
cal profession who had gathered from 13 California 
counties for this purpose. In reviewing the minutes 
of those early meetings, it is interesting to note that 
surgery in those days dealt mainly with the accidents 
and violence of the period, and about all that was 
required for success was a detailed knowledge of 
anatomy —and a certain physical courage and 
strength. 

One of the most widely publicized feats of surgery 
was performed on United States Marshal Hopkins, 
who had been stabbed in a duel by Judge Terry of 
the California Supreme Court. This is described in 
Dr. Henry Harris’ “California’s Medical Story” 
as a “hair raising operation, involving ligation of 
the left common carotid artery. It was performed on 
an almost exsanguinated man, minus asepsis of any 
kind, with blood flooding into his trachea. It was 
done at 7:45 p.m., when it was too dark to see by 
the light of heaven, and yet too light for candles 
to be of assistance.” The skill of the surgeon who 
performed that operation, a Dr. Cole, was attested 
by the fact that the Marshal completely recovered 
within a few weeks. Many of Dr. Cole’s descendants 
must still be with us, for today in California even 
more complicated surgeries are performed with 
even greater success. 

Since those early days, our state has made much 
progress in the health field, and today our people 
enjoy longer and healthier lives than ever before. 

Part of this is due to improved conditions of life 
generally. But we also owe much credit for these 
advances to you in the medical profession who have 
developed so many better ways to treat our many 
ills. 

Yet life always presents difficulties. Paradox- 
ically, our very progress in health has given rise to 
new health problems. Because, while this progress 
has extended our life expectancy, it also has created 
a growing body of older people, many of whom 
suffer more serious and prolonged diseases than do 
our youth. Both you as physicians and we in state 
government are concerned about this situation. Al- 
ready more than 8 per cent of California’s popula- 
tion are over 65 years of age. 

May I say to you this: I'll put it in this manner. 
The old age senior citizen problem is indirectly your 
fault. It is not exactly a fault either. It is because of 
your skill and ability and prevention programs that 
we have 273,000 senior citizens on the old age pen- 
sion roll in California, and they are drawing 
eighteen and a half million dollars a month, and 
don’t let the radical left-wingers and the fellow 
travelers and the destroyers of civilization tell you 
that we in California are stingy and miserly to those 
who have reached the senior citizen status. We are 
generous, and the reason we have so many old peo- 
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ple is because you have made it difficult to die. That 
sounds kind of like a wise-crack, but it’s flat fact. 
Because you and the people like you, the techno- 
logical specialists, and others have conquered diph- 
theria, scarlet fever, typhoid and smallpox, and in 
your conquering these things you have made people 
live longer, until now you can only die from heart 
trouble, arteriosclerosis, and leukemia, and the Los 
Angeles traffic. You think I am kidding—I read in 
the paper the other day that so far Detroit has pro- 
duced 5,000,000 automobiles this year, and I think 
they have sold all those automobiles in Los Angeles. 
It isn’t true, of course, that in traffic in California 
you don’t have to be careful to live, you just have to 
be quick. 

I mention that in a sort of wise-cracking manner, 
not to appear to be a comedian but to call your 
attention to the fact that this is a serious problem 
which you cannot control and I with all the power 
given to the Governor cannot control. We killed 
3,562 people last year in California and 799 were in 
the biggest county, Los Angeles, in traffic accidents. 
We may injure 101,000 people in the traffic in Calli- 
fornia. That is a larger percentage than many of the 
other states. You may wonder why. I will tell you 
why. We are not less careful and more careless than 
other people but: we have more out-of-state visitors 
who are unfamiliar with the laws and rules and 
regulations. We have more vacationists who leave 
their inhibitions at home, we have 14,000 miles of 
highways, 1,100 miles of which are divided high- 
ways. We have year-round perfect driving condi- 
tions; it is free from chilblains and ice, but it is 
also one of the things that add to our traffic hazards. 


When I say to you that you have increased years 
of life, you have, of course, brought untold joy and 
anticipation and happiness to people but you have 
added to those who are politicians. You must urge 
people in business to keep people longer. They get 
on the old-age pension rolls. We have to get the 
money to pay them. We have got to look out. Am I 
being too blunt here? I feel that I can speak bluntly 
with you, ladies and gentlemen, because we have 
been in many controversial battles in the past and I 
owe you complete confidence. 


As many of you know, I am directly concerned 
about one of the most neglected of all health prob- 
lems of older people—without funds, mentally con- 
fused, and often suffering a variety of physical ills— 
who have been sent to our state mental hospitals. 
These patients don’t belong there and little can be 
done for them there; also, they crowd the truly 
mentally ill patients who might really benefit from 
the modern type of care available in our state men- 
tal hospitals. To correct this situation, I believe that 
mild senile patients should be cared for in their own 
counties with the state assisting financially just as 
we now do for tuberculosis. It would be better for 
the patient and better for the state. 


On the other hand, it seems to me that far too 
many of our aging sick people end up in state and 
county institutions or receiving public assistance. 
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This is both unpleasant for them and expensive for 
us. How much better it would be if we could find 
ways to maintain their health and productiveness 
much farther into the later years of life. 

I know of your interest in this problem. Participa- 
tion by some of your leading members in state and 
local conferences on the problems of the aging has 
helped steer us toward a more constructive policy. 
For example, some of your Councilors and other 
members devoted many days and nights to the in- 
vestigation of chronic diseases conducted by the 
State Department of Public Health a few years ago. 

Chronic disease is now responsible for more than 
two-thirds of all our mortality and a vast amount of 
disability. Yet we are beginning to make headway, 
at least in regard to a few important diseases. 

One of these is cancer, which still causes one out 
of every seven deaths in California. However, it is 
encouraging that deaths from female cancer have 
recently started to decline. In bringing about this 
decline, your Association’s Cancer Commission has 
displayed the kind of responsible leadership we ex- 
pect of doctors by stimulating public interest in can- 
cer through the American Cancer Society and by 
aiding the cancer control efforts of the Department 
of Public Health. Thus you have put us in a much 
better position to cope with cancer than we were 
even a few years ago. And right here in California, 
you have been instrumental in developing one of the 
nation’s best systems for evaluating and improving 
cancer treatment in hospitals. 

I believe that this is the way to tackle our health 
problems—through leadership and advice from the 
medical profession, coupled with private support, 
and with government participation when appro- 
priate. 


The California Heart Association, likewise pri- 
vately supported, guided by the medical profession 
and aided by state governmental action, is showing 
how to approach the problem of heart disease. Re- 
search, public education and preventive community 
services sponsored by that association will, I am 
sure, some day reduce the toll of heart disease 
among middle-aged and older people just as it has 
already greatly reduced heart disease deaths among 
persons below 45 years of age. 


This kind of aggressive attack on cancer, heart 
disease and the other chronic diseases must be pur- 
sued. Otherwise we will have to endure an ever- 
growing burden of dependency and the public cross 
of prolonged institutional care. Furthermore, if we 
don’t tackle this problem together and find better 
solutions, the financial burden on the state and coun- 
ties will grow to a staggering number of millions of 
dollars. 


As most of you know, our state budgetary prob- 
lems already are very difficult, and we must find 
better and cheaper ways of doing the things that are 
essential. Thus, it is my earnest desire to hold ex- 
penditures to the rock bottom minimum and yet not 
curtail the services that are vital to the health, wel- 
fare, education, or safety of all Californians. 
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With that thought in mind, I shall look forward 
to working with your Association in developing pro- 
grams that will improve the health of the people of 
our great state. 


May I just conclude with one more word. I think 
that in your own experience you will find a lot of 
fellows in the counties, cities and state who will say 
that there are a lot of fellows who belong to these 
associations because they are medical politicians, 
because they want to see their names in print and 
they like to be prominent members of the profession. 
I am well aware of that charge. I am a lawyer and 
except for those lawyers who are immediately expect- 
ing a judgeship I have had from time to time sim- 
ilar criticism leveled at me by the members of my 
own profession. I pay no attention to those things. 
And I dare say you should, and most of you do, 
take a similar attitude for this reason: all of the fine 
things done by your profession have been done 
through organization. Brilliant though you may be 
as individuals and highly talented, you would have 
been powerless to prevent many of the things, and 
to promote many others which would have been 
beneficial, except for the organization of which you 
are part. 


Every lady and gentleman here has left a practice 
—which had you stayed at home to attend to would 
have increased your income, would have increased 
your value as a money-getting individual—to par- 
ticipate and contribute. And in so doing, you must of 
necessity feel some inner glow of satisfaction. You 
are not deluded, nor am I, that we are going to leave 
a name that will resound in the Halls of Fame. Some- 
times we are criticized, which of course from now 
on will be more frequently. | have met many men, 
and so have you, that think that some day they are 
going to be busts in a high school—a big man, a 
big name. Some time, they think, they are going to 
have a statue in the park, a bronze statue depicting 
heroes of former days. I try to remember that the 
only ones who are interested in the statues are the 
pigeons. (Laughter. ) 


You have added to the sum total of good in the 
world and if in so doing you become an officer or 
director it does two things, sharpens your knowl- 
edge of human nature and increases your wider par- 
ticipation, which helps all of us. Finally, you add 
to the luster of your great profession before the 
public generally, because since you participate in 
human welfare and are of constructive use to the 
community you attract, of course, the respect and 
admiration of hundreds and thousands of lay peo- 
ple who are not only surprised that the doctors lend 
a service but that they do it as a collective body. 
Finally, I would like to say that I am grateful to 
each and every one of you as members of this pro- 
fession for the support you have given to me. They 
are given politically; I realize that gratitude is some- 
thing you hope to receive in the future. But, never- 
theless, I want this word to go out, that I do not 
expect to be a great man, and | don’t think I am a 
great man. I hold a great office and because I hold a 
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great office in a great state | have power and ability 
to attract to me people who are pretty near being 
great and we will give fine service. As your new 
Governor I have no illusions concerning my talents 
or my weaknesses, but I assure you of one thing: 
I don’t owe allegiance to anyone. On October 15 
when I took the oath of the thirty-first Governor of 
California I said, and I say again, I have no ambi- 
tions except one burning one, to be a good Governor 
for all of the people of California. (Applause, stand- 
ing applause. ) 


SPEAKER CHARNOCK: Thank you, Governor 
Knight. It takes two men to head up the ‘executive 
work of this great state of California. Governor 
Knight comes from the southland, his official home, 
which makes it appropriate that the Lieutenant-Gov- 
ernor comes from the north. For several years I 
was privileged to live in Modoc County and I know 
well the rolling hills and mountains and lovely val- 
leys from which your Lieutenant comes. The Lieu- 
tenant-Governor is the Governor’s team-mate in Sac- 
ramento. He is known as Butch. Ladies and gentle- 
men, it is a pleasure to present to you the Lieuten- 
ant-Governor of California, Harold J. Powers. (Ap- 
plause. ) 


Lt.-GovERNOR Powers: Dr. Charnock, Governor 
Goodwin Knight and officers and members of the 
House of Delegates: 


You apparently have had in your state govern- 
ment as you know sort of a new look, changing back 
as fast as women’s styles. And that reminds me a 
little of a story of the fellow who fell out of a 
building, landing on the sidewalk. No one else saw 
it at that particular time, and an officer rushed up 
to him and said, “What happened?” And the fellow 
replied, “I don’t know, I just got here myself.” I 
don’t think, however, that Goodwin Knight, your 
Governor, or myself feel that we just got here, be- 
cause while we haven’t been in these particular posi- 
tions we have been in other positions in government. 
I feel in speaking to you folks this afternoon that I 
am among friends. I feel that I know you profes- 
sionally; that is, that I know your profession. I am 
familiar with your ability and your profession and 
with the high ethical standards that you have main- 
tained in your profession. 


You know, when I first came to Sacramento, I 
remember very well the distinguished doctors who 
were there looking after the medical profession at 
that time. One of them is Dr. June Harris, and I also 
know later of Dr. Dan Kilroy and that man from 
Napa, that Dr. Murray, and last but not least we 
have one man in Sacramento that is really a Sur- 
geon General to the Legislature, and that is Dr. 
Frank MacDonald. When anyone: is sick it some- 
times sounds like someone reporting a football game 
because everyone is yelling for Frank MacDonald. 
He is always in the picture. 


I also know that you have had fine paid represen- 
tatives in Sacramento during my time in the Legis- 
lature which goes over a period of twenty years. It 
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has been a privilege to know Ed Clancy and Ben 
Read. It is always a pleasure to talk with them and 
ask them for guidance and advice. I can say to you 
frankly in the high ethical standards you have main- 
tained for your profession you have maintained 
those same high ethical standards in your political 
field, and it is a privilege at all times to know of the 
work you folks do. In the request of any legislation 
you might have, it is always in behalf of public 
interest and for the benefit of public interest. And 
I say to you, any professional groups of people, re- 
gardless of what profession it might be, as long as 
they maintain those high ethical standards in their 
profession they will always be regarded very highly, 
and always receive that which they should and are 
entitled to in government. 


I know also that in looking to you folks in the 
future, we will look to you for guidance and we 
look at you in admiration for what you are doing 
for our state and for our country. And I can say that 
this last session of the Legislature—and I know defi- 
nitely in talking with the chairman of the finance 
committee of the Senate and sitting in on the com- 
mittee meetings of the financial committee and the 
budget committee—that the medical profession of 
this state has rendered a great assistance to us in 
the Department of Mental Hygiene. By the assist- 
ance we have received from your individuals and 
from your profession, we have cut down the overall 
of that budget of the Department of Mental Hy- 
giene, which is being rendered free and they are still 
rendering great service to the people. We have some- 
thing like 53,000 inmates at the present time, and 
your assistance has helped us greatly. I just want to 
say now that it is a privilege to be here with you, 
it is always a privilege to work with you, and I want 
to thank you and your representatives for being here 
this afternoon. I thank you. (Applause.) 

SPEAKER CHARNOCK: Thank you very much, Lieu- 
tenant-Governor Harold J. Powers. And now I want 
Richard Mackay, the Governor’s secretary, to stand 
up and take a bow. (Applause. ) 

We thank you, Governor Knight and Lieutenant- 
Governor Powers, for being with us today and we 
hope that you will come and visit each one of our 
sessions of the House of Delegates. Thank you very 
much. 

Governor Knicut: I forgot to say one thing, I 
guess, in my self-assurance that my record on cer- 
tain controversial questions was so well known. I 
should like to reiterate: In the coming session all 
bills looking toward socializing your profession will 
be vetoed by this Governor. (Standing applause. ) 

SPEAKER CHARNOCK: We will be in recess for five 
minutes. 

... The House of Delegates recessed for five min- 
utes.... 

SPEAKER CHARNOCK: Gentlemen, will you please 
be seated. We will please be in order. First, we are 
going to have a short report from John Upton on 
Blood Bank conditions. 
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BLOOD BANKS 


Dr. Upton: Mr. Speaker, we would like to thank 
the delegates who did such a masterful job in slow- 
ing down this national blood program which is tak- 
ing form at the present time. This national program, 
as perhaps some of you know, is not getting any 
publicity, and we do not want it to get any until 
the master plan is completely ready, and then to 
come through A.M.A. However, we asked that the 
delegates to A.M.A. would slow down the impetus; 
it was going too fast and in one direction, and that 
direction was opposed to what the California Med- 
ical Association wanted. In brief, the A.M.A. was 
supposed to sparkplug it and fortunately they did 
after many years. Your Blood Bank Commission has 
been able to get in at the conference table as repre- 
sented by A.M.A., American Red Cross, American 
Society of Clinical Pathologists, the American As- 
sociation of Blood Banks and the American Hospital 
Association. There will have to be compromises all 
along the line but on basic principles we are not 
going to bend. And those basic principles have been 
enumerated many, many times. 

Certainly, as long as the national program is long 
overdue it is nice to see it coming into being. And 
for your information, and although you know it, | 
would like your permission, sir, to just stress again 
what we are trying to do from California for the 
state and for the nation. The only thing that we want 
to put into the early minutes of this national group 
—and it was California that needled various agen- 
cies to get together—because the national program 
was in a mell of a hess to say the least. We want to 
see the Boston Agreement and also the resolution 
which was passed by A.M.A. last June. We want to 
see those two put into writing and spelled out for 
the benefit of the nation. The commandments we 
have enumerated and we would like each one of you 
to be aware of them, are simply this: One, blood 
banks serve the people best if they are medically 
sponsored and controlled; the communities feel that 
they should be non-profit functions, run on strict 
business principles. To accomplish this banks must 
stress the cost service fee and donor replacement. 
Banks must not deny transfusions because of inabil- 
ity to get donor replacement or pay for the service. 
Blood banks should be integrated with each other. 
Banks must serve rural and urban areas impartially 
and continue service. They should utilize, when fea- 
sible, all blood bank facilities within that area, pro- 
vided these facilities meet minimum technical stan- 
dards. The bank must stress community participation 
by enlisting, educating, and training voluntary work- 
ers. They should participate in all phases of blood 
banking and solicit endowments for such essential 
scientific progress. They should encourage interstate 
reciprocity and work for a realistic national blood 
program. Blood banks should, in time of peace, pre- 
pare for disaster in time of war, as in the last 
Korean conflict. Blood banks comprising the Cali- 
fornia blood bank system, sponsored, controlled, and 
more or less operated by C.M.A. and local county 
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societies turned in, through Red Cross channels for 
the armed forces, a total of 515,504 units of blood at 
‘ost, and that was at a cost of $5.42 per unit. During 
he year 1952 the same banks provided a total of 
120,705 units for civilian day-by-day usage. 

At the end of a speech before the Texas Blood 
Bank Association this month the chairman of the 
Blood Bank Commission finished by saying, “in 
conclusion we also serve notice that until such a time 
as we are convinced that there is a far superior ap- 
proach to the present successful system of blood 
banking now operating in California we will con- 
tinue to hope for that which is good.” We intend to 
do that. 

Would you please inform the doctors in localities 
supporting blood banks? It is amazing how many 
doctors know nothing at all about it, whether it is 
Bakersfield, Eureka, San Diego, or wherever the 
banks are located. We certainly hope that in the 
future the three areas which are now being sup- 
plied by the Red Cross will see fit to come under the 
jurisdiction of the C.M.A. control and advisement. 
Certain it is, and I think experience has proved to 
you men, if you have used facilities of any of these 
blood banks, that we can give a better service to your 
patients and at less cost. I don’t think there is any 
state in the nation which can get blood to your peo- 
ple in a faster or more dependable system than the 
way it is being done now. 

We will have an exhibit from C.M.A. at the next 
meeting in San Francisco of the A.M.A. We defi- 
nitely hope to have another one stressing what medi- 
cine has done and in the future, through our Coun- 
cil and C.M.A. Journal, we hope to have a message 
that might be of interest to all of you. Thank you, 
sir, for your support and for the support we hope 
you will continue to give the men in your locality 
working on the blood banks and to the blood bank 
itself. (Applause. ) 

SPEAKER CHARNOCK: This is for Reference Com- 
mittee No. 1. We have an announcement. The Los 
Angeles County Medical Association will caucus in 
the ballroom next to the Cirque Room immediately 
after the House of Delegates adjourns this afternoon. 
All members of the delegation are requested to be 
present. 


MEDICAL SERVICES COMMISSION 


The next report will be the Medical Services Com- 
mission. Dr. Ralph Teall reporting. 


Dr. TEALL: Mr. Speaker, gentlemen: 

Once again I am happy to report to you. So much 
of our report is material which is of interest to you 
and has been in the past that I am going to take the 
responsibility of reading it to you. 

Your Medical Services Commission has within 
the past few months completed a statement of prin- 
ciples which it proposes to use in evaluation of plans 
of medical care insurance. This statement has been 
sent to each member of the C.M.A. Your frank criti- 
cism and comments are urgently requested in re- 
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gard to the subject matter and to the method of 
presentation and distribution. 

Your Commission has been in close liaison with 
C.P.S. regarding minor adjustments in the fee sched- 
ule used by that body. Throughout this discussion 
the commission has steadfastly maintained that de- 
termination of relative values of fee schedule items 
is a prerogative of doctors alone, which they must 
jealously guard. 

Your Commission, through a subcommittee of 
outstanding physicians throughout the state, is ex- 
ploring the basic principles which should go into 
establishment of fee schedules. On completion and 
agreement in these principles it will be possible to 
proceed with development of a new complete fee 
schedule for recommendation to C.P.S. by the 
C.M.A. 

Your Commission has continued to hold frequent 
meetings with groups of diverse interests in the 
whole field of medical care insurance in California. 
Interchange of information and opinion with these 
groups has proven very helpful to all participants 
concerned. 

Your Commission has cooperated in preparation 
and distribution of the brochure “Health Insurance 
Is Good Medicine.” This has been very favorably 
received. We would appreciate your frank comment 
on this step toward public education, both as to 
content and method of presentation. 

Your Commission has urged development of tape- 
recorded presentations for widespread diffusion of 
information in the field of prepaid medical care and 
medical care insurance. Such presentations are now 
being prepared by the Public Relations Department 
and will reach county societies at frequent intervals. 
Your cooperation in bringing them to your members 
and your comment as to the value of this method 
is urged. 

The following section of the report is on the gen- 
eral problems posed by the C.P.S. Study Committee. 


Following a long series of criticisms of California 
Physicians’ Service by members of the California 
Medical Association, the House of Delegates at its 
annual session in May 1951, authorized a study 
committee to see what could be done. A very capa- 
ble and devoted group of leaders in California medi- 
cine, under the chairmanship of Dr. Wilbur Bailey, 
held many study sessions, met with many interested 
groups of people and presented two reports: an in- 
terim report presented to the House of Delegates in 
the spring of 1952 and a final repért presented to 
the interim session in 1952. The final report went to 
two reference committees for study and was acted 
upon at the regular annual session of the House in 


May 1953. 


The recommendations of the reference commit- 
tees, adopted as the action of the House, provided 
in part as follows: “that the C.M.A.-C.P.S. Study 
Committee report be referred to the Medical Serv- 
ices Commission for further study and such action 
as that body may deem advisable and necessary,” 
and that “It is further recommended that the Medi- 
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cal Services Commission report to the House of 
Delegates through the Council of the C.M.A. at the 
next regular session of the House concerning any 
additional information or experience which may 
have been acquired concerning the program and to 
make any additional recommendations the Com- 
mittee may then deem advisable.” 

The Medical Services Commission has made a 
detailed study of the interim and final reports of the 
C.P.S. Study Committee, and in addition has con- 
tinued a very active study of the problems consid- 
ered in the reports. 

We find that the C.P.S. Study Committee was 
instructed “to ascertain the expectations of the medi- 
cal profession of California in regard to C.P.S. The 
function of this committee shall be to make a careful 
study of C.P.S., as related to the operations of pri- 
vate insurance companies and other prepaid medical 
care groups, and to determine the future role of 
C.P.S. in the whole field of voluntary prepaid medi- 
cine. 

The Study Committee did examine criticisms of 
C.P.S. by both physicians and laymen in its effort 
to discover the reasons for failure of physicians’ 
acceptance and the causes of lay dissatisfaction. It 
consulted representatives of every interested group 
and employed experts in the fields of insurance and 
of consumer research. It found that “no final answer 
to the many problems of health insurance can be 
written today” and it suggested that “no one can do 
more than chart a tentative course of action, leaving 
always ample room for shifts of policy as experience 
proves a given course to be in error.” 

The Study Committee in its interim report made 
several valuable suggestions for minor changes in 
C.P.S. operations. These suggestions are now being 
carried out. 

Although the Study Committee in its further stud- 
ies found other flaws and areas of disagreement with 
current C.P.S. operations, it apparently concluded 
that the major reasons for dissatisfaction, both pub- 
lic and professional, lay in basic difficulties in under- 
standing and use of medical care insurance itself. 


The Study Committee then addressed itself to a 
consideration of the fundamental problems of medi- 
cal care insurance and developed suggestions for 
future organization of such insurance which it felt 
could resolve difficulties now becoming apparent. 


The Study Committee recommended development 
of a plan of indemnity medical care insurance based 
on a uniform “average fee plan.” It described this 
plan as only a combination of an existing kind of 
medical care insurance with the extension of an 
already existing economic trend in the practice of 
medicine.’ The Study Committee believed that this 
plan would retain the time-tested virtues of private 
medical practice and still fulfill the social need for 
certain and adequate protection against heavy ex- 
penses of medical care in serious illness. 


The Study Committee concluded that medical care 
insurance is the task of the medical profession as a 
whole. It is not one which may be handed to C.P.S. 


130 


with the demand that C.P.S. alone find the answer. 
It recommended better integration of the California 
Physicians’ Service with the California Medical As- 
sociation. 

The Study Committee’s recommendations did not 
limit the cooperation of the medical profession to 
any specific insuror, but recommended that the field 
of medical care insurance underwriting should be 
open to any reputable insurance company whose in- 
surance plan and operations meet reasonable stan- 
dards, equally applicable to all. 

However, it felt that the organized medical pro- 
fession must maintain an instrument in the field of 
medical care insurance. 

It concluded that the objective of C.P.S. should 
be to serve as the instrument by which the organized 
medical profession of California could fulfill its 
obligations to lead in devising sound ways to apply 
the insurance method to the expenses of medical 
care. 

Some responsibilities included in this objective 
were laid down in the interim reports of this com- 
mittee. These were (1) to provide a method of in- 
suring against the costs of “catastrophically expen- 
sive” illness for those whose need for it is real— 
remembering that what constitutes a “‘catastrophic- 
ally expensive” illness varies with the economic 
status of the patient; (2) to help in keeping medical 
care free from political or commercial domination; 
(3) to continue to provide a “laboratory” under 
medical control for further exploration in the still 
fluid field of insurance for medical care expenses; 
(4) to represent the medical profession in negotia- 
tions with organized groups, governmental or 
private. 


The Study Committee recommended a gradual 
conversion of the C.P.S. service program to an “av- 
erage fee plan” indemnity type operation. 

The committee recognized, however, that the prob- 
lem of conversion of C.P.S. is complicated. C.P.S. is 
a going concern that has done a good job in the face 
of many difficulties. C.P.S. is the largest individual 
carrier of medical care insurance in California, with 
commitments far into the future. 


The Study Committee therefore recommended 
creation by C.P.S. of an indemnity type “health in- 
surance’ corporation, not affecting its present opera- 
tions, which would give the “average fee plan” a 
chance for gradual evolution as its practical prob- 
lems become demonstrated by experience. It felt 
that this plan should give principal emphasis to ex- 
penses of medical care for serious illness and should 
make full use of coinsurance to control overuse of 
benefits. 


The Study Committee finally proposed a series of 
specific recommendations for adoption by the House 
of Delegates. These were designed to implement the 
above suggestions and the adoption and operation 
of the average fee plan indemnity program. 

The Medical Services Commission in its further 
study is greatly impressed by the observations of 
Dr. Ernest Dichter (in a special psychological study 
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of C.P.S. problems made for the C.P.S. Study Com- 
mittee). Dichter pointed out that it was neces- 
sary to get to the basic cause of the illness rather 
than just to list symptoms; that it was necessary to 
abandon a systematic enumeration of complaints 
and to work out practical remedies based on a valid 
diagnosis of the problem. He observed that “no mat- 
ter how many investigations you conduct you will 
not find mysterious goblins who caused all the diffi- 
culties, who can be blamed and thrown out.” He 
felt that the answer to C.P.S.’s problems did not lie 
in a correction of contract provisions or actuarial 
arrangements and that a complete change in the 
philosophy and outlook of a large majority of C.P.S. 
doctors was really needed. He stated that “a mean- 
ingful and symbolic change in C.P.S. and its goals 
is necessary for success.” His investigators learned 
that both doctors and patients complained of loss 
of freedom and ability to control their own affairs 
and that it was obvious that some change would 
have to be instituted to make them feel that they 
alone, not an insurance plan, were in a position to 
control their own destinies. Dr. Dichter concluded 
that insurance must give the doctor “a new moral 
foundation and justification of his position.” 

The Medical Services Commission feels that the 
C.P.S. Study Committee did make an excellent re- 
sponse to the challenges laid down by Dr. Dichter 
and did propose, in its “average fee plan,” an excel- 
lent means of correcting the basic problems and the 
disturbed psychological atmosphere surrounding 
medical care insurance today. 


The commission believes that the proposed plan 
has great merit; that it should be given wide trial 
on a pilot basis to determine its strength and weak- 
ness, and that it is deserving of much greater sym- 
pathy and understanding than it has so far received. 


- The commission has therefore undertaken a re- 
statement of the proposed plan and the thinking be- 
hind it. We have substituted the term “usual fee in- 
demnity plan” as more accurately descriptive and 
acceptable than “average fee plan.” We have also 
changed relative emphasis in certain areas of the 
basic report and expanded it where such expansion 
seemed desirable for clarification. This restatement 
of the portion of the Study Committee report deal- 
ing with problems of medical care insurance and the 
usual fee indemnity plan is now available to inter- 
ested individuals of the C.M.A. House of Delegates, 
to study committees of any county society, or to any 
other person interested in the basic problems con- 
cerned. It is presented by the commission in the 
frank hope of securing increased sympathy and 
understanding of the fundamental problems. 


A brief statement of our concept of the “usual 
fee indemnity plan” and a slight expansion of this 
concept by a tape recording and film strip will be 
presented. 

It is by no means proposed by the Medical Serv- 
ices Commission as a panacea to all your problems; 
it is presented to you merely in the hope that it will 
challenge your thinking and that you will reevalu- 
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ate your own position in this whole problem. I will 
now read that which is now being distributed: 

“Prepared and presented by the Medical Services 
Commission of the California Medical Association. 

“The Usual Fee Indemnity Plan: If a physician 
charged the same fee for the same service to each 
of his patients it would be possible to write an in- 
demnity policy based on these fees, which would 
give real certainty and adequacy of reimbursement 
to the patients receiving his services. 

“Similarly, if each physician charged the same fee 
for the same service to each of his patients, and if 
most of the physicians in a community had very 
similar fees, it should be possible to write an indem- 
nity type insurance contract which would give cer- 
tain, adequate reimbursement to the patients of this 
majority group of physicians. 

“Tf, on the other hand, a patient sought care from 
a physician whose individual fee schedule was higher 
than that of most of the physicians in his community 
(by reason of unusual skill, experience or prestige) 
so long as the higher schedule was known to the 
patient, he would still have certainty of reimburse- 
ment to the extent that he would know exactly how 
much greater his expenses would be than the re- 
imbursement schedule, and he would then knowingly 
and willingly be accepting less than complete re- 
imbursement from his insurance. 

“In the same way, any physician anticipating un- 
usual difficulties in the care of a particular case 
should have the privilege of charging more than his 
usual fee by reaching an understanding with the 
patient concerned; after explanation of the un- 
usual problem, before service was given. If there 
were to be any deviation from the usual fee, the pa- 
tient should know it in advance. 

“Briefly, the usual fee indemnity plan proposes 
that the insuring agency repay to the insured person 
most of what he has spent for medical care. If his 
physician charges him the usual fee charged by most 
doctors in his community, the amount repaid will be 
nearly all he has spent. 

“This is just what most owners of medical care 
insurance thought they were going to receive when 
they bought their insurance.” 

The film now about to be presented to us is avail- 
able for any interested group in any of your county 
medical societies. 

. . . Dr. Teall presented a series of slides to the 
group.... 

Dr. TEALL: The Medical Services Commission 
has made specific review of the recommendations by 
the C.P.S. Study Committee for implementation of 
its suggestions. It will be remembered that recom- 
mendations 1, 2, and 3 were adopted by the House 
of Delegates at the time the basic report was sub- 
mitted. Pursuant to the recommendations, the House 
of Delegates of California Physicians’ Service has 
been abolished and its functions transferred to the 
House of Delegates of the California Medical Asso- 
ciation. The Council of the California Medical As- 
sociation has become the nominating committee for 
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California Physicians’ Service trustees, and the 
Board of Trustees of California Physicians’ Service 
has organized and financed a subsidiary non-profit 
corporation qualified under the insurance laws of 
California to write indemnity type health insurance 
embodying the ideas proposed. 

The succeeding recommendations placed empha- 
sis on urging that each individual physician accept 
the principle of individual uniformity of fees, that 
each component county society be urged to formu- 
late a fee schedule, that the California Medical As- 
sociation attempt the formulation of a state fee 
schedule, and that machinery for the handling of fee 
complaints be established. In addition, it was recom- 
mended that a continued program of education on 
problems of medical care insurance be instituted by 
the California Medical Association, both for the 
public and its professional members. 


As will be apparent, there is rapidly developing 
in California an increasing interest in the principle 
of individual uniformity of fees. Further urging in 
this direction by the House of Delegates is probably 
unnecessary at this time. 


In general, the same may be said of each other 
recommendation made by the Study Committee; 
either the urging of the membership toward certain 
steps has already been accomplished by the basic 
presentation of the report itself or the steps recom- 
mended have already been begun in other connec- 
tions and need only to be extended and amplified 
as experience develops in this field. The Medical 
Services Commission, therefore, recommends no spe- 
cific action by this session of the House of Delegates 
on the implementing recommendations made by the 
Study Committee at the time of its final report. 


It should be remembered that the House of Dele- 
gates adopted the reports of two reference commit- 
tees which provided in part that “pilot plans should 
be encouraged in order that practical experience in 
the operation of such a program may be gained”; 
that “it would be advantageous for the various com- 
ponent medical societies to undertake promptly the 
basic work of establishing fee lists for use in their 
respective areas”; that “it would be advantageous 
for those counties wherein the membership is 
strongly in favor of these proposals to initiate such 
a program at the earliest opportunity,” and “that 
any component county medical society which wishes 
to institute an active program in accordance with 
these proposals do so under the observation and 
with the cooperation of the Medical Services Com- 
mission.” 


With the rapid growth of closed panel prepaid 
group plans throughout California an increasing 
number of county medical societies and individual 
physicians have become acutely aware of the need 
for intensive investigations of the basic problems of 
medical care insurance and the reasons for dissatis- 
faction with existing forms of such insurance. Many 
county medical societies have undertaken studies 
and several are now instituting programs very sim- 
ilar to the “usual fee indemnity plan.” 
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It would appear desirable to extend a greatly in- 
creased understanding of the basic problems con- 
cerned. To this end the Council of the California 
Medical Association has instructed the Medical 
Services Commission to stimulate the formation of 
individual study committees by each county society. 
It is anticipated that each such committee will make 
itself thoroughly familiar with current studies in 
the field, with significant reports and discussion, and 
will organize its own discussion meetings with rep- 
resentatives of labor unions and other employed 
groups in its own areas with a view to an increased 
understanding of the desires of purchasers of medi- 
cal care insurance. The Medical Services Commis- 
sion will provide reprints of pertinent study mate- 
rials and proposed programs for such study sessions, 
and will stand ready to send one or more of its 
members to meet with any county society study 
committee at any time with a view to increased 
understanding or to development of a useful pro- 
gram in this field. 


Dr. Hodges has indicated to you already that he 
has made many visits to county societies. About half 
have C.P.S., and the commission will be happy to 
have further recommendations of C.P.S. to give them 
advice as to the trends and developments in this 


field. 


Throughout California a number of county so- 
cieties have already had extremely interesting expe- 
riences in this regard. Believing that the value of 
their experiences will be enhanced by sharing with 
other members of the California Medical Associa- 
tion, we are pleased to present at this time a series of 
reports from the areas of the state where develop- 
ments have been most active and most significant. 


... Reports were made by Drs. Abraham Sirbu of 
San Francisco, George Waters of Santa Clara County, 
B. J. Korn of San Pedro, M. C. Todd of Long Beach, 
and J. Philip Sampson of Santa Monica.* Dr. Teall 
then resumed the report of the Medical Services 
Commission. .. . 


Dr. TeEaLL: The Medical Services Commission 
wishes to point out a few pitfalls that are already 
developing. 

First, California Physicians’ Service is your or- 
ganization; it has established an indemnity corpora- 
tion for the purpose of giving the usual fee indem- 
nity plan an accurate and fair trial. It is suggested 
that county societies desiring to undertake such a 
usual fee indemnity program make their first ap- 
proach to California Physicians’ Service as the in- 
suring agency rather than to commercial carriers in 


the field. 


Second, it is urged that before any county society 
or any important branch of any county society take 
any final action, this action be reported to the Coun- 
cil of the California Medical Association for coordi- 
nation, in order that development may follow a con- 


*Transcripts of their remarks are available to any delegate or 
alternate or any county medical society on request to the California 
Medical Association, 450 Sutter Street, San Francisco 8. 
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sistent pattern, that the developments in one area 
of the state may not work to the great disadvantage 
of other areas, and in order that small groups of 
physicians may not be, panicked by the apparent 
emergency nature of problems developing in their 
own area into taking steps which are not conducive 
to their own long-term best interests. 

While the C.M.A. should not attempt to impose 
any program on any of its member societies or phy- 
sicians, it is felt that a common exploration of prob- 
lems and a coordination of steps can avoid a great 
deal of misunderstanding and misdirection and can 
lead to mutual benefit as experiences of one area 
are pooled with the experiences of another area to 
find more satisfactory answers to the problems which 
we all face. (Applause. ) 


SPEAKER CHARNOCK: The very comprehensive 
report of the Medical Services Commission will be 
referred to Reference Committee No. 1. 

Additional resolutions or amendments. Are there 
any additional resolutions or amendments to be 
presented ? - 

Again we will give you the information on the 
reference committees. Reference Committee No. 1 
will meet in the Artists’ Room on the mezzanine 
floor. Dr. Moore, when is your committee prepared 
to meet? Immediately following adjournment. 

Committee No. 2 has been given the resolutions 
produced by Dr. Bender on economy. They will meet 
in the Hawaiian Room. Dr. Ward, chairman. They 
will meet immediately following adjournment. 

Reference Committee No. 3, Dr. Rosenow, chair- 
man, will meet in the Cable Car Room on the mez- 
zanine floor. 

Reference Committee No. 4, Dr. Albert G. Miller, 
chairman, will meet immediately after adjournment 
of this session. 

C.P.S. Reference Committee, Thomas N. Foster, 
chairman, will meet in the Green Room on the first 
floor immediately after adjournment. 

I might say that when you have the privilege of 
being in the reference committee that is the only 
opportunity you will have to meet the entire com- 
mittee for either the emergency resolutions or for 
the regularly introduced resolutions. 


VOICE FROM THE F oor: Could I ask a favor? 
That you announce the other people of my com- 
mittee. Just call out their names. 

SPEAKER CHARNOCK: That was announced this 
morning: Dr. Ward, Dr, Vaughn, and Dr. Hill. 

This will be the last opportunity you will have to 
present resolutions and/or amendments for this 
session. 


We will now entertain a motion for recess. We will 
meet at 9:30 in this room tomorrow morning. All 
those in favor. The “ayes” have it. 


... The House of Delegates recessed at 4:45 
p-m.... 
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Sunday Morning Session 


The Interim Session of the House of Delegates 
reconvened at 10:00 a.m., December 13, 1953, Dr. 
Donald A. Charnock presiding. 

SPEAKER CHARNOCK: Gentlemen, please be seated. 
Dr. Armanino, make your report, please. 

Dr. ARMANINO: Mr. Speaker, a quorum is present. 

SPEAKER CHARNOCK: Thank you, Dr. Armanino. 
A quorum is present and unless we hear anything 
to the contrary we will accept a visual roll call as 
evidence of constitution of this House. 

The House will please be in order. The first order 
of business, ladies and gentlemen, is the report of 
the Committee on Public Policy and Legislation by 


. Dr. Dwight Murray. Dr. Murray. 


Dr. Murray: Mr. Speaker, Mr. President, and 
members of the House: 

There are just a few things that I wish to say in 
a general way, following which the real report will 
be given by Dr. Dan Kilroy. I have been necessarily 
absent from some of the meetings of the Council 
and Dr. Kilroy can report directly some of the things 
that I may not be able to report. However, I wish to 
say in a general way that everything has been going 
along very well from a legislative point of view, and 
we are extremely happy with the outlook of the new 
Governor. Our Governor sees things in a way that 
we have not been accustomed to in the past few years 
from the top office in the state and it is very helpful. 


I wish to say this, however, that the Governor 
cannot do everything himself, so let’s not be sitting 
on our hands. We have a lot of work to do. Remem- 
ber, 1954 will be the year in which it will be neces- 
sary to reelect or to elect new men to the Legisla- 
ture, the entire House of the Assembly, 80 members; 
half the Senate, 20 members, will have to be re- 
elected, as well as other very important offices in the 
state. So I think if the members of the California 
Medical Association keep up their past vigilance 
and their past activity that all will go well and I 
confidently expect that to be done, because in all 
these years I have never known when the chips were 
down the members of the California Medical Asso- 
ciation to fail. I would like to present, Mr. Speaker, 
Dr. Dan Kilroy, who is a member of the Legislative 
Committee. (Applause. ) 


REPORT OF COMMITTEE ON 
PUBLIC POLICY AND LEGISLATION 


Dr. Krtroy: Mr. Speaker, members of the House 
of Delegates: 

My previous report made at the last session of the 
House of Delegates was, of necessity, incomplete as 
the Legislature was still in session and therefore the 
fate of many bills affecting medicine was, at that 
time, not known. It is the policy of your Legislative 
Committee, in considering bills affecting the prac- 
tice of medicine, to determine whether that particu- 
lar bill is in the best interests of the public. Numer- 
ous bills are introduced which we feel are good bills 
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in that they will improve the public health and con- 
versely many bills are introduced which we feel 
would be extremely adverse to the public good. 
Measured upon that basis, no bill was passed at the 
last session of the Legislature which could be classi- 
fied as adverse to the public good from a medical 
standpoint. On the positive side numerous measures 
received approval which we felt were good bills. 

This record leads me to a reiteration of a state- 
ment which I made at the time of my last report 
when I stated that the legislators as a whole are 
serious and intelligent men and women who place 
the good of the people first in their considerations of 
the many measures introduced and with that type 
of yardstick against which a bill was measured, bad 
legislation met its inevitable end. 

Legislators, in spite of their wide and varied 
knowledge, are not expected to have a full fund of 
information on each and every subject and certainly 
medicine and public health are fields of knowledge 
not possessed by many. As a result, we, as doctors, 
have inherited a responsibility to apprise our legis- 
lators of that which we feel to be good or bad in any 
particular bill affecting the public health. 

Such information is presented to the legislators by 
various methods, one of the most important of which 
is contact between an individual legislator and his 
family doctor. An Assemblyman or Senator will have 
a considerable faith and respect for the opinion of 
his family doctor and may often consult him as to 
the merits of a particular piece of legislation. Only 
one yardstick need ever be considered by the family 
doctor in rendering his opinion: Is this measure 
beneficial or not beneficial to the people? 

Many doctors throughout the state of California 
have given liberally of their time in order to bring 
their special knowledge to the attention of the legis- 
lators and I wish to thank these doctors. Innumer- 
able times we have called upon Dr. Louis Jones of 
Roseville, Wilbur Bailey of Los Angeles, Henry Gib- 
bons and Clayton Mote of San Francisco, Henry 
Eagle of Redding, Donald Meamber of Yreka, Wil- 
liam Quinn of Los Angeles, John Green of Vallejo, 
Alf Haerem of San Mateo, and numerous other doc- 
tors of the state of California. It is this type of co- 
operation which so greatly assists your legislative 
committee in carrying out the work assigned to us 
by this body. 

It might be easy for some of us, in view of the 
political trends on both the national and state level, 
to feel complacent and to think that with a more 
conservative regime at the helm of government that 
our numerous problems which arose in the past will 
never rise again. To so think is to delude ourselves 
and to make easier the task of the social planners 
and of those selfish elements who attempt to attain 
through legislation that which they are incapable of 
attaining by education. 

To those who think that the danger of a system of 
socialized medicine is long past, I say that at no 
time in our history have we had more socialization 
of the medical profession than we have right now. 
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You all are aware of the degree of medical socializa- 
tion which has taken place under the Veterans Ad- 
ministration and you are equally aware of the vari- 
ous state agencies for the care or rehabilitation of 
patients operating under a system of socialization of 
medicine. It is my prediction that there will be a 
continuing pressure exerted from many sources for 
an expansion of those welfare plans so far instituted 
on both the state and national levels. Although we 
have now in office administrators who cannot be 
classified as social planners in our present concept 
of the terminology, nevertheless other forces are 
constantly working to extend their plans for control 
of the people through increasing dependence upon 
state-planned welfare. 

The legislative session during 1954 should present 
no great problems as this is the budget session, but 
I am certain that at the 1955 legislative session nu- 
merous measures will be introduced adversely affect- 
ing the public good from a medical standpoint. 
Therefore | hope that we will have the same splendid 
cooperation in our future legislative problems that 
we have had from the medical profession of this 
state over the past year. 

From a practical standpoint we must remember 
that 1954 is an election year, at which time all mem- 
bers of the Assembly and one-half of the Senate will 
be candidates for election or reelection. It is our 
responsibility, not only as doctors but primarily as 
citizens, to carefully screen these candidates and to 
do all in our power to see that candidates are elected 
who will bring us good government and whom we 
feel will always consider the good of the public first 
on all measures of legislation introduced, whether 
they be medical or otherwise. 

On November 10 your Legislative Committee and 
Dr. Frank MacDonald and Mr. Ben Read met with 
Governor Knight, at which time we offered to him 
the services of the doctors of California to aid him in 
his effort to bring good government to the people 
of this state. We had a most cordial reception and 
the Governor’s assurance that he would value highly 
the advice which we might offer to him throughout 
his term of office. 


On behalf of our chairman, Dwight Murray, Dr. 
James Doyle and myself I again wish to say thank 
you for the splendid cooperation which we have in 
the past received, and to thank you in advance for 
that cooperation which I know we shall again receive 
at future legislative sessions. (Applause. ) 


SPEAKER CHARNOCK: The House is well aware 
that we had expected to receive this report yesterday, 
and it would of necessity go to Reference Committee 
No. 1. It cannot go there now. I should like to enter- 
tain a motion that we adopt this report as presented. 
It has been moved and seconded that we accept the 
report of Dr. Kilroy. Is there any discussion? Those 
who are in favor of the report signify by saying 
“aye.” To the contrary? It has been accepted. Thank 
you, Dr. Kilroy. Dr. Murray. 


Dr. Murray: Mr. Speaker, members of the 
House: Again I have a very pleasant task to perform 
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at this time. It is something that I have great pleas- 
ure in doing. The Governor in considering his vari- 
ous appointments over the state, of course considered 
the Department of Mental Hygiene as being a very 
important department in the state. He therefore 
wished to appoint a man who was very capable and 
outstanding to that position. 

The first requirement that the Governor wished 
of that man was that he should be a Californian, a 
man who came from California and was familiar 
with the problems in California, rather than to im- 
port somebody from out of state. 

The man he chose happens to be a past member 
of this House of Delegates; he has also been a past 
president of the Napa County Medical Association 
while serving in the capacity of superintendent of 
the hospital at Napa a few years ago, showing his 
interest in the medical affairs of our county. He was 
unanimously elected president and served in that 
capacity very well. This man is not a stranger to 
California medicine, and it is with great pleasure 
that I present to you the new director of the Depart- 
ment of Mental Hygiene in the state of California, 
Dr. Walter Rapaport, who has recently been dean 
of Agnew Hospital at San Jose. 

Dr. Rapaport: Mr. Speaker, members of the 
House of Delegates: First, may I express my feelings 
of honor and privilege to have been able to appear 
before you at this moment. I remember quite well 
having sat in the chairs out there and I enjoyed that. 
I was privileged so to do. I can’t express any idea 
about what my policies will be, excepting to assure 
you that my first one certainly will be that the right 
thing be done for the people of our state. 

I can’t tell you any more strongly than Dr. Kilroy 
has told you concerning how much effort must be 
made even though there is not going to be a legis- 
lative session in 1954, except for budget purposes, 
but that will give the opposition time to prepare 
themselves. Therefore, unless organized medicine is 
alerted and also prepares itself, it may be in for 
some unfortunate surprises in 1955. So I caution 
you that this matter must be given your constant 
consideration. 

And now, ladies and gentlemen, I want to thank 
you for having honored me, and Mr. Speaker, thank 
you very much for giving me this opportunity. 

SPEAKER CHARNOCK: Thank you very much, Dr. 
Rapaport, for visiting us. The Council has asked that 
Dr. Henry Randel, the chairman of the Committee 
on Rural Health, make a short report to you. Dr. 


Randel. 


COMMITTEE ON RURAL HEALTH 


Dr. RANDEL: Mr. Speaker, members of the House 
of Delegates: 

I don’t know exactly why the chairman of the 
Council chose to have a report of the Committee on 
Rural Health given this morning. Perhaps the mere 
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fact that the Department of Public Relations felt 
that there might be something valuable in the expe- 
riences of some of us is reason enough. 

I frankly suspect that the Speaker likewise felt 
that something in these remarks would be fitting 
for a Sabbath morning. 

The Committee on Rural Health in the California 
Medical Association has dedicated itself to the prin- 
ciple of increasing physician participation in com- 
munity affairs. It is not a new idea, particularly. The 
principle was enunciated many times by the Coun- 
cil on Rural Health of the A.M.A. and it is voiced 
by many others. 

Too often we have been unaware of its impor- 
tance. The mere fact that we have interested our- 
selves in this type of thing has by necessity led us 
into strange places with many strange people. 

By necessity our activities have cut across the 
activities of many of the constituted departments. 
We find we are encroaching perhaps on the activi- 
ties of the Committee on Public Health and on the 
activities of the Committee on Medical Services, if 
you please. 

To date we hope at least that we have not neutral- 
ized any of the activities of those excellent groups. 

By definition it would appear that a committee on 
rural health should concern itself with rural areas, 
but it soon became evident that no hard and fast 
line could be drawn, that many metropolitan centers 
had their fringe or rural areas in which problems 
occur so that at the outset, perhaps, we found our- 
selves in the position of searching for problems. We 
now find ourselves having to give priority to the 
various issues as they arise. 

One of the first matters that came to our atten- 
tion and which was sorely neglected by us in our 
profession was the matter of migrant labor in the 
state of California. This consists of 374,000 people 
who have been selected by certain groups to be 
classified into a segment that requires special con- 
sideration. Hence there were those who felt it neces- 
sary to provide housing, clothing, medical care serv- 
ice, and perhaps a ration of liquor. There are those 
who still feel that we should look at that group in 
that light, but I am pleased to report to you that 85 
per cent of this segment of our population has taken 
its part in society, recognizing its responsibility, 
becoming stabilized, and does not require these 
many bounties of human endeavor. 

The subject of medical service, of course, inter- 
ested us a great deal, because we found that the pub- 
lic health agencies, I think, in most instances, cer- 
tainly not seeking for anything, are entering into the 
field of taking care of these people. 

Physicians who were close to them have found 
themselves not only unrecognized but uncompen- 
sated. We are pleased to report that the physicians 
in the community—I can speak now of the San Joa- 
quin Valley—are taking care of them in a very sat- 
isfactory manner and to all concerned. 
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A great deal of analysis was carried out when 
certain segments of our people maintained or alleged 
that areas within the state of California—within the 
nation as a whole—were not covered by adequate 
medical service. These allegations were of such 
weight as to arouse interest in this House, and last 
year, as you recall, resolutions were passed by this 
House enabling studies to be made determining the 
accuracy of these statements. The Council of the 
California Medical Association felt that the Commit- 
tee on Rural Health was the natural agency or nat- 
ural place for this consideration. 

The report of our subcommittee made an exhaus- 
tive study of this subject and it is now in the hands 
of the Council. I commend to your reading the re- 
sults had in making three rather pointed recommen- 
dations. I will brief them. 

It was more or less demonstrated that there were 
only a very few if any areas within the state that 
did not have adequate medical coverage. There is a 
vast difference in this and the type of medical cover- 
age they feel they need and desire. 

The committee learned there are those who feel 
there should be a doctor at every corner. Obviously 
that is wrong. The recommendations were to the 
effect that continued studies should be made to de- 
termine what constituted a realistic low for a prac- 
titioner of medicine, particularly a general practi- 
tioner. There are no yardsticks. No one can answer 
that; all the figures available in connection with 
these accusations were gleaned from the files of the 
Social Security Administration and were purely 
theoretical and were based on no studies. 


The committee has recommended that a yardstick 
be developed and it can be developed by close coop- 
eration. The California Academy of General Prac- 
tice is particularly interested in this matter. Out of 
it, I feel, will certainly come a satisfactory answer. 


It was felt that continued effort should be made 
to make the community conscious of what part it 
must play in attracting a physician to the practice 
of medicine within its area. The setting up of physi- 
cal facilities is part of the work being done along 
that line. We feel it was mentioned that it should be 
evolved whereby young men in training in schools 
be inspired to go into these areas and remain there; 
to point out how they can accomplish their end by 
making this contribution. 


So, enough for that. At the moment the Commit- 
tee on Rural Health has been responsible for the es- 
tablishment within the state of California of a Rural 
Health Council and a group of people which by 
mere virtue of sitting down around a conference 
table can work out many of the problems of mutual 
concern. The council consists of representatives of 
the State Department of Public Health, from the 
farm bureau groups, from the farm groups, the Cali- 
fornia Federation of the Congress of Parents and 
Teachers, if you please, ourselves, and the Agricul- 
tural Extension Services which serves as a catalyst 
agent, so to speak, holding the group together. It is 
amazing the good will that has been the outcome of 
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that relationship, but it is still in the embryonic 
days. We feel we as physicians will do well to con- 
tinue our efforts. 

As I said at the outset, these various assignments 
and invitations we have received by showing interest 
in what the lay people, the citizenry, have to offer; 
many of them, incidentally, are interested in health 
subjects. 

Our activities have brought us in contact with 
strange people and strange places. It has taken me a 
whole year to admit that. As a result of being chair- 
man of this committee I was invited to be a member 
of one of the Governor’s advisory boards, of which 
there are a great many. This committee dealt with 
youth and children and had the express responsibil- 
ity of studying delinquency within the state and 
coming up with an answer. The committee was made 
up of sincere people. There was one physician rep- 
resented on the committee heretofore. One at one 
time, he attended one or two meetings and felt that 
he had more urgent business elsewhere, a situation 
in which I found myself on more than one occasion. 
But I have stuck it out more or less and now there 
has been a change in color, as evidenced by the 
presentation we had yesterday. I feel a little bit freer 
to admit to this House that I have taken part in 
such an activity and have profited thereby as an 
individual. Whether we have constructed anything 
remains to be seen. The people who make up this 
type of organization are well known to you, but I 
can probably best describe the type of individual 
that makes up the committee by describing one par- 
ticular person, a physician’s daughter who had 
reached her senility in social life and had achieved 
all that “society” could give her. Finally she realized 
the cold fact that she had contributed nothing to 
the welfare of her fellow man. Hence, she took a 
course in first aid at the Red Cross. She became 
particularly proficient in artificial respiration, so 
she received her certificate of award and went out 
to save a life. She could find no one to save. At 
last, however, she saw an individual in the street 
lying on his abdomen. She rushed up, straddled this 
individual and proceeded to give him artificial 
respiration. He took it for about two minutes, then 
said, “I don’t know what you're trying to do, lady, 
but I’m holding a lantern for a man down here in 
the manhole.” She is a member of that committee. 


Through the years, however, the relationship has 
become quite warm, instead of being strained. As a 
practicing physician and a member of the California 
Medical Association, I find myself now in the pleas- 
ant position of being a good influence. In two 
months the Governor has directed that the confer- 
ence on youth and children be held in the city of 
Sacramento in which there will be 2,000 partici- 
pants. The subjects to be discussed are foreign to 
most of us, subjects such as “Strengthening Family 
Life” and “Handicapped Children,” which is a little 
bit offensive to many. 

Well, I want to make this short. We can report 
that these subjects are now being definitely influ- 
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enced by the physician members of that committee 
of. which now there are two practicing physicians, 
and these people look to you for advice. I frankly 
feel that many times we have found ourselves face 
to face with unpleasant situations because we haven’t 
been willing to enter into the spirit of things. There 
are many challenges in this particular field. They 
take you away from your golf, sailing, and other 
activities; they even interrupt and interfere with the 
practice of medicine, but I am sure by entering into 
these activities, by seeking them out, if you please, 
by becoming part of them and throwing your weight 
around, we will gain more friends than lose them. 
I think that most of us will agree that many of our 
deliberations are concerned with what we as a group 
can get out of living. We find ourselves here being 
good for this or good for that schedule, or improv- 
ing schedules or an improved set of conditions. Per- 
haps we might find good for something. 


SPEAKER CHARNOCK: The report was put in at the 
request of the Council. No action is required by this 
House other than to thank Dr. Randel for giving this 
report for the second time today, and we do thank 
you, Dr. Randel. 

VicE-SPEAKER BalLey: We will have the various 
reference committee reports. The first one will be 
Reference Committee No. 1. J. W. Moore of Ven- 
tura. Dr. Moore. 


REPORT OF REFERENCE COMMITTEE No. 1 


Dr. Moore: Mr. Speaker, and members of the 
House of Delegates: Reference Committee No. 1 has 
had before it for review the report of Legal Counsel, 
the report of the Blood Bank Commission, the re- 
port of the Council and the report of the Medical 
Services Commission. I would first like to thank the 
members of. the reference committee, Dr. Dave F. 
Dozier of Sacramento and Dr. James B. Graeser of 
Oakland for their assistance in preparing the re- 
port; and I would like to thank all those appearing 
before the committee. 

Our committee notes with pleasure and approval 
the report of John Upton, chairman of the Blood 
Bank Commission. California has been a pioneer in 
the development of blood banking, the development 
of a statewide blood banking system, and under Dr. 
Upton’s direction is continuing on a national level. 

The committee also listened with interest to the 
informative report of the Legal Counsel and recom- 
mends its approval. 

Mr. Speaker, I move the adoption of this section 
of our report. 


VicE-SPEAKER BAILey: Is there a second to this? 
Any discussion? Those in favor of adopting this 
section of the report say “aye”; Opposed? It is so 
ordered. 

Dr. Moore: The committee reviewed the report of 
the Council and there are four items in the report 
upon which the committee feels some comment is de- 
served. 
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Item 1. In discussion before the reference commit- 
tee, it was pointed out that certain fringe benefits 
incorporated in the health and accident insurance 
offered by the Charles O. Finley Company might 
not be desired by all members of the profession. It 
is the understanding of the committee that this insur- 
ance program comes up for review every two years. 
We recommend that all members of the Association 
who carry this insurance consider this matter and 
make whatever recommendations and suggestions 
concerning it that they might desire to the Insurance 
Committee. The Insurance Committee can then rec- 
ommend such revision as might seem appropriate 
at the time the contracts come up for review. 

I move the adoption of this section of our report. 


Vice-SPEAKER BaiLey: It has been moved and 
seconded. Any discussion? All those in favor will 
say “aye.” Opposed? The “ayes” have it. 

Dr. Moore: Item 2. The Council has recom- 
mended approval by the House of Delegates of some 
ten or more fees in the schedule of C.P.S. 


It was further brought out during testimony be- 
fore our committee hearing that these changes in 
these specific fees were to correct preexisting in- 
equities in the fee schedule; it was further brought 
out that inequities to the beneficiary members of 
C.P.S. are being similarly adjusted. 


It was further pointed out that these corrections 
of inequities are being accomplished without in- 
creases in the dues paid by beneficiary members. 
The committee was also informed that additional 
studies of the C.P.S. fee schedule are being carried 
out and further adjustments will be made in the 
future. 


In order that the House of Delegates be properly 
informed, the specific fees that have been changed 
are as follows: 


001 Office Visit (first call) —Routine History and 
Physical Examination—$9.50. 


003 First Home Visit—Daytime, $7.00; nighttime, 
$9.50. 


004. Additional persons treated in same household 
on same visit, each $2.75. 


005 Consultation requiring complete examination 
in which the case is returned to the referring 
physician. Hospital, $20.00; home, $25.00. 

006 Consultation for a given system not requiring 
complete examination and wherein the consul- 
tant continues with the case, $12.00. 

008 Office visit, complicated cases—$7.50. 


009 Detention with patient in critical condition, 
per hour—$20.00. 
010 Mileage from three miles beyond city limits, 
per mile, one way—$1.00. 
011 Follow-up office visits—$3.35. 
The committee recommends the approval of this 


action on the part of the Council. Mr. Speaker, 
I move the adoption of this section of our report. 
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VicE-SPEAKER BaILEy: It has been moved and 
seconded. Any discussion? All those in favor of 
raising the fees will say “aye.” Opposed? The “ayes” 
have it. 

Dr. Moore: Item 3. The report of the Council also 
stated the Council expected to submit a resolution to 
the House concerning eliminating from the busi- 
ness brought before the House of Delegates certain 
ill-advised language which might create ambiguity 
or cause an undeserved reflection on the Associa- 
tion. The committee was informed at this hearing 
that the Council has decided to defer submitting such 
a resolution at this time pending further study. The 
committee feels that further study should be given 
to this subject so as to avoid the pitfalls of unfavor- 
able publicity. 

Item 4. The committee was interested in the action 
of Council in taking over Audio-Digest. This prom- 
ises to be a project of value in many ways. The 
committee recommends its approval. 


Mr. Speaker, I move the adoption of this section 
of our report. 


VicE-SPEAKER BaILey: It has been moved and 
seconded. Is there any discussion? All those in 
favor say “aye.” Opposed? It is so ordered. 


Dr. Moore: The committee reviewed the report 
of the Medical Services Commission. The committee 
netes with approval that some of the county medical 
societies are instituting pilot programs on the usual 
fee plan. The committee wishes to emphasize the 
importance of the recommendation of the Medical 
Services Commission that county medical societies 
undertaking promotion of the usual fee plan should 
keep the Medical Services Commission informed of 
their activities. It should also be pointed out that 
counties contemplating institution of such a plan 
can gain valuable information and assistance from 
the Medical Services Commission, and by consulta- 
tion with societies which have the plan in operation. 

The committee wishes to commend the Medical 
Services Commission for the tremendous amount of 
work it has done and for its conscious, temperate 
approach to the manifold perplexing problems. 

The committee recommends the approval of the 
report of the Medical Services Commission. 

Mr. Speaker, I move the adoption of this section 
of our report. 


VicE-SPEAKER BalLey: It has been moved and 
seconded. Any discussion? All those in favor say 
“aye.” Opposed? It is so ordered. 


Dr. Moore: Mr. Speaker, I move the adoption of 
our report as a whole. 


Vice-SPEAKER BalILey: It has been moved and sec- 
onded. Any discussion? All those in favor say “aye.” 
Opposed? It is carried. 

Thank you very much, Dr. Moore. (Applause. ) 


VicE-SPEAKER BAILEY: We will proceed to Refer- 


ence Committee No. 3, Dr. Rosenow. We will ap- 
prove it all at once. 
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REPORT OF REFERENCE COMMITTEE No. 3 


Dr. Rosenow: Thank you very much, Dr. Bailey. 

Your reference committee has before it for report 
at this meeting two resolutions that were re-referred 
to it and two new emergency resolutions. Your com- 
mittee, composed of Drs. E. C. Rosenow, chairman, 
Helen Weyrauch and Carl M. Hadley, has held hear- 
ings on these four resolutions and submits the fol- 
lowing report: 

Resolution No. 14—Re-referred. Introduced by 
Allen Hinman, San Francisco. 

After many suggestions from members of the 
House who appeared before it, your committee offers 
the following substitute resolution: 


Resolved, That the House of Delegates of the Cali- 
fornia Medical Association reaffirm the principle 
that the patient should have absolute freedom to 
choose as his attending doctor any duly licensed 
physician and surgeon who is willing to serve him. 

Your committee recommends that this substitute 
resolution do pass. 


VicE-SPEAKER BatLey: It has been moved and 
seconded. Any discussion? All those in favor? Op- 
posed? It is carried. 

Dr. RosEnow: Resolution No. 19—Re-referred. 
Introduced by Francis Rochex, San Francisco. 

The committee wishes to introduce the following 
amended resolution: 


Resolved, That the House of Delegates approve 
all plans by the A.M.A. that will preserve the inde- 
pendence of the practitioner, maintain the quality 
of medical care, and at the same time meet the just 
demand for some type of prepaid medical service, 
and so memorialize the A.M.A. House of Delegates; 
and be it further 


Resolved, That the C.M.A. delegation to the 
A.M.A. be requested to make an effort to have legal 
counsel of the A.M.A. (1) continue to review and 
restudy the laws (as the anti-trust laws) that hinder 
in any way the actions of organized medicine in 
endeavoring to maintain its integrity; and (2) to 
consider the feasibility of amending existing laws 
or sponsoring new legislation to accomplish this 
end. 

Your committee recommends that this amended 
resolution do pass. 

Mr. Speaker, I move the adoption of this portion 
of the report. 

VicE-SPEAKER BaILey: It has been moved and 
seconded. Dr. Rochex. 

Dr. Rocuex: Mr. Speaker, and members of the 
House: This resolution was discussed before the 
reference committee and the committee agreed in 
this-principle; it was in entire regard with the prin- 
ciples of this resolution. There seemed to be some 
doubt as to whether or not the A.M.A. had already 
initiated action along this line or was contemplating 
doing so. In order to meet this objection it was 
agreed to add one word to the second resolve and 
this word was “continue” to review and restudy, to 
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replace the previous one which merely said review 
and study. However, when the committee rewrote 
the first resolve in an effort apparently to make it 
smooth and more comprehensible, and perhaps in 
better acceptable English, actually altered the mean- 
ing in such a way to make it, | feel, rather inaccep- 
table. May I call your attention to why I consider 
this to be true. The resolution as amended yesterday 
read as follows: “Resolved, that the House of Dele- 
gates approve formulation by the A.M.A. of plans 
that will preserve the independence of the practi- 
tioner, maintain the quality of medical care and at 
the same time meet the just demands for some type 
of prepaid medical service, and so memorialize the 


A.M.A.” 


Now, you will note in the mimeographed sheet 
which you have in your hands that this has been 
altered to read as follows: “Resolved, that the House 
of Delegates approve all plans by the A.M.A. that 
will preserve the independence of the practitioner, 
maintain the quality of medical care, and at the same 
time meet the just demand for some type of prepaid 
medical service, and so memorialize the A.M.A. 
House of Delegates.” 


Now, you will note that this alters quite appre- 
ciably the intent as indicated by the original mo- 
tion. That is, we hereby commit ourselves to ap- 
prove any sort of a plan which the A.M.A. may for- 
mulate without ever having seen the plan. It is in 
essence signing a blank check and handing it to the 
A.M.A. and asking them to make it out, so I would 
like to again amend the resolution to the wording 
which was originally agreed upon and agreed upon 
by the reference committee at the time to read as 
follows: 


“Resolved, That the House of Delegates approve 
formulation by the A.M.A. of plans that will preserve 
the independence of the practitioner, maintain the 
quality of medical care, and at the same time meet 
the just demand for some type of prepaid medical 
service, and so memorialize the A.M.A. by the inter- 


mediary of the C.M.A. delegates to the A.M.A.” 


VicE-SPEAKER BaiLeEy: You know that is an 
amendment. It has been moved and seconded. We 
will proceed to vote on that amendment. There is no 
discussion. All those in favor say “aye.” Opposed? 
The “ayes” have it. 


Dr. Rosenow: I apologize to the House of Dele- 
gates for any extra time of theirs I have taken in 
seeming to be obsequious about this resolution. I 
have no reason to object to the original. The only 
thing your reference committee was trying to do 
was to give all credit we could possibly give to the 
many men not only in the state association but in 
the A.M.A. who have been working on this prob- 
lem. We don’t object to formulating new plans but 
we wanted to approve all past, present and future 
plans. So I don’t object at all to these additional 
objections, Mr. Speaker. I will proceed. 

VicE-SPEAKER BalLey: No, you won't. We have 
to approve the whole thing first. The resolution as 
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amended is before the House. Those in favor will 
say “aye.” Opposed? Carried. 

Dr. Rosenow: We will proceed to No. 4—emer- 
gency. Introduced by Leon O. Desimone, Los An- 
geles: 

Wuereas, The hazard for man and animals from 
rabies is on the increase; and 


Wuereas, The Council of the City of Los Angeles 
is considering an ordinance for the compulsory vac- 
cination of dogs against rabies; be it hereby 

Resolved, That the House of Delegates of the Cali- 
fornia Medical Association go on record as favoring 
such an ordinance, and that copies of this resolution 
be sent to the president of the Los Angeles City 
Council, and Mr. Edward R. Roybal, chairman of 
the Public Health and Welfare Committee of the Los 
Angeles City Council. 

Your committee is in full accord with this resolu- 
tion and recommends do pass. 

Mr. Speaker, I move the adoption of this portion 
of the report. 

VicE-SPEAKER BaILey: Any discussion? Those in 
favor say “aye.” Opposed? Carried. 

Dr. Rosenow: Resolution No. 6— emergency. 
Introduced by Lester Lawrence, Alameda-Contra 
Costa County, on insurance carriers. 

Your committee is in sympathy with the purposes 
of this resolution and recommends do pass. 

Mr. Speaker, I move the adoption of this section 
of the report. ° 

VicE-SPEAKER BaILey: It has been moved and 
seconded. All in favor? Opposed? It is carried. 


Dr. Rosenow: Mr. Speaker, I move the adoption 
of the report as amended do pass. 

VicE-SPEAKER Bailey: The entire report as 
amended. Any discussion? Those in favor say “aye.” 
Opposed? Carried. 

Thank you very much, Dr. Rosenow. 


Dr. Rosenow: I would like to say one thing. Al- 
ready I have had inquiries as to when are we going 
to have a hearing on the crippled children’s bill. 
Last night we-called a meeting for this. Dr. Green, 
president of your Association, gave us additional 
reasons for this thing, and two people have told 
me they don’t agree with those opinions and so | 
suggested they write me a letter because it doesn’t 
have to come up until May. I want to close by thank- 
ing Helen Weyrauch and Carl Hadley, my fellow 
committee members, and all of the members of the 
House of Delegates who came to help us in our de- 
liberations. 

VicE-SPEAKER BAILEY: Referencce Committee 
No. 4, Dr. Miller of San Mateo. 


REPORT OF REFERENCE COMMITTEE No. 4 


Dr. Mitier: Mr. Speaker, members of the House: 
Reference Committee No. 4, composed of Dr. 
Thomas A. LaValle of Alameda and myself, has 
met on one proposal as proposed yesterday by Wil- 
liam Bender of San Francisco. 
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First off, I want to say thank you to the members 
of my committee and thank you to those of you who 
came and gave us your opinions and thoughts both 
now and last May. 

And now you will find Resolution No. 2 on page 2 
in the resolutions before you. This is a by-law amend- 
ment and as proposed would eliminate the interim 
session of the House of Delegates: 


Wuereas, The House of Delegates, during the 
annual session of May 1953 changed the status of 
the interim session from mandatory to optional; and 

WueErEAs, Present provisions for the conduct of 
the interim session require simplification for effec- 
tive usage; therefore, be it 

Resolved, That the following changes be made in 
Chapter V, Section 7, of the By-Laws: 

Paragraph (a): Delete “effective January 1, 1954,” 
leaving provision for the annual session unchanged 
otherwise. 


Paragraph (b): Delete current provision for an 

interim session, and substitute “During any meeting 
of the annual session, the House of Delegates may 
elect to hold an interim session in the last six months 
of the same calendar year. During such interim ses- 
sion business shall be conducted as in the annual 
session. The time and place of such interim session 
shall be determined by the Council as far as possi- 
ble in advance and notice thereof published in the 
Journal of the Association.” 
* The committee believes that the proposed by-law 
amendment will serve a useful purpose as the House 
so desires and will not cause any major alteration of 
the existing provisions for holding an annual and 
interim session for this reason. The committee rec- 
ommends that this be adopted. 


The final part of the resolution (2) regarding the 
$2,000 dues perhaps should not properly be consid- 
ered by this reference committee. It appears to ihe 
committee that the allocation of funds rests in the 
hands of the Council subject to the approval of the 
House of Delegates. The committee is confident that 
any available funds will be properly allocated by the 
House of Delegates. 


Mr. Speaker, | move the adoption of this report. 
VicE-SPEAKER BalILey: All those in favor, say 
“aye.” It is adopted. Thank you very much. 


We have the reference committee of C.P.S. Dr. 
Foster of San Jose. 


REPORT OF C.P.S. REFERENCE COMMITTEE 


Dr. Foster: Mr. Speaker and members of the 
House of Delegates: The only matter of business re- 
ferred to your C.P.S. Reference Committee was the 
report of Francis T. Hodges, president of C.P.S. We 
highly commend Dr. Hodges and believe the House 
of Delegates shares this sentiment. 

It is of interest to note that the Medical Services 
Commission and the Public Relations Department 
of C.M.A. have so highly regarded this report that 
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they propose to make it available to all county medi- 
cal societies on tape recordings. 

It is most encouraging to note the development of 
mutual confidence and cooperation between the pro- 
fession and C.P.S. 

Your committee would like to reemphasize the 
importance of a portion of this report. Experience 
has demonstrated that advance planning can avoid 
situations which later may be much more difficult 
to remedy. Therefore we feel it most urgent that 
each delegate, on returning to his county society, 
convey the necessity of avoiding last minute action 
in meeting the problems which confront the pro- 
fession. 

Mr. Speaker, I move the adoption of this report. 


VicE-SPEAKER BaILey: It has been seconded. Is 
there any discussion? All those in favor will respond 
by saying “aye.” Opposed? It is carried. 

SPEAKER CHARNOCK: I am calling on Dr. Ward 
to make comments on the committee. 

Dr. Warp: Mr. Chairman and members of the 
House: You noted that I had no report to render 
this morning and the reason I have no report is that 
the resolution which came before my committee was 
not an emergency. 

I am here to ask any of you who have sentiments 
about the resolution that was introduced by Dr. Ben- 
der yesterday relative to the editorship of CaLiror- 
NIA MEDICINE and to taking away the alternates of the 
A.M.A.—if you have ideas on this, we would appre- 
ciate hearing about it and will try to give you a re- 
port at the next meeting of the House of Delegates. 

SPEAKER CHARNOCK: Thank you, Dr. Ward. At 
this time we will consider the members of the refer- 
ence committees have been properly thanked for 
their services. 

Mr. Secretary, is there any unfinished business to 
come before this organization? The secretary re- 
cords that there is none at this time. Now, we come 
to new business, and it appears that we are going to 
have some fun and have an election. And I am going 
to ask Mr. Hunton to lay the background for this 
election. 


THIRTEENTH DELEGATE TO A.M.A. 


Mr. Hunton: Mr. Speaker, members of the 
House: 

The California delegation to the A.M.A. now has 
12 members. If we reach a paid-up membership in 
the A.M.A. of more than 12,000 by this coming De- 
cember 31, California will be entitled to one more 
delegate; in that case the delegate who would serve 
next year must, under the terms of the A.M.A. by- 
laws, be elected this year. He cannot serve in the 
year in which he is elected. Therefore, although it 
appears from our own records that we will not reach 
that total of 12,000, it may be possible—since they 
are not reporting the deaths of members as rapidly 
as we do—it may be that their records will show a 
membership of more than 12,000 and entitle Cali- 
fornia to one more delegate. It should be pointed 


CALIFORNIA MEDICINE 





out that any delegate or alternate will serve only if 
the A.M.A. records indicate after December 31 that 
California is entitled to an additional delegate. 


SPEAKER CHARNOCK: Thank you, Mr. Hunton. 
We are now going to have an election for a nebu- 
lous position for the dubious honor of being the 
thirteenth delegate to the A.M.A. 

It is fully understood that this position at the 
present time is not established. Whoever gets elected, 
if nothing happens by the 31st of December, does 
not hold office and will not be considered as the dele- 
gate when and if we do have a thirteenth delegate. 

The chair will now entertain nominations for the 
thirteenth delegate to the A.M.A. Dr. Sheldon. 


Dr. SHELDON: Mr. Speaker, members of the 
House: It is not quite clear to me whether a man 
nominated for a non-existent office is thereby non- 
existent or invisible, but without too much trepida- 
tion I have pleasure in nominating for this office a 
man you all know and a man who has been active 
in medical affairs at the county level and state level 
for many years. He has for some years been a mem- 
ber of the Board of Medical Examiners. He is a past 
president of the Los Angeles Medical Association. 
I have pleasure in nominating your vice-speaker, 
Dr. Wilbur Bailey. 

I would like to make one brief explanation of my 
action in nominating Dr. Bailey. I am not consistent 
with the decision of the meeting of the Los Angeles 
delegation yesterday evening. That meeting was 
called hastily. I think it was organized, but it was 
clear to me that it was not necessarily representative 
of all of the opinion of the delegation from all coun- 
ties. I therefore make this explanation and extenua- 
tion of my actions. 

SPEAKER CHARNOCK: The name of Dr. Bailey has 
been placed in nomination. Dr. Ewing Turner. 

Dr. TurRNER: Mr. Speaker, members of the House: 
It is with considerable pleasure and pride that I 
stand before you to place in nomination the name of 
a man who is no stranger here—the name of a man 
who is no stranger to organized medicine. This man 
has worked tirelessly in his entire professional life 
for the good of organized medicine. This is a man 
who has for many years served on the Council of 
the Los Angeles County Medical Association, who 
served two very successful terms as secretary and 
treasurer of that organization and who is currently 
the president of the Los Angeles County Medical 
Association. Dr. Foster in this past year has done a 
tremendous amount of good for medicine in our 
county. I, being secretary of that county medical 
association, have worked with Dr. Foster. I know 
the hundreds and hundreds of hours of work he has 
put in. One of the men from the general practice 
section of our local association was talking to me 
yesterday in the hall, and he said, “You know, Dr. 
Turner, Foster has done more in his one year as 
president to bring harmony between the general 
practice section and the specialties than has been 
accomplished in the past ten years in our local 
association.” 
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Paul knows the problems of medicine, locally, 
statewide and nationally. At that caucus that was 
referred to I had the privilege of presiding. And I 
would like to bring this to the information of the 
House of Delegates, that Dr. Foster was unanimously 
chosen by the Los Angeles delegation at the caucus 
last evening, and so it is with considerable pride 
and a great deal of pleasure that I present the name 
of Dr. Paul B. Foster of Los Angeles. 

SPEAKER CHARNOCK: Dr. Kirby. 

Dr. Kirsy: It has been my privilege and indeed 
it is a privilege to have worked with Dr. Wilbur 
Bailey on the Board of Medical Examiners. I am 
aware of his keen interest in medical affairs and in 
his ability and acuity in decisions for our medical 
society. Therefore it gives me pleasure to second the 
nomination of Dr. Wilbur Bailey. 

Dr. Hinman: A point of information. The mem- 
bers of the San Francisco delegation are not quite 
clear regarding just where this new and nebulous 
man should come from. Must he come from that 
great and opalescent section of the state, southern 
California, or could he come from some other part 
of the state? 

SPEAKER CHARNOCK: The delegate can come from 
anywhere in the state. The consensus of opinion is 
that... . Dr. Desimone. 

Dr. DeEstmone: Mr. Speaker, members of the 
House of Delegates: You have heard about Dr. Fos- 
ter’s qualifications. | am not going to repeat any 
of them. I think you are all fairly well acquainted 
with the fact that he could handle anything that 
might arise. I am here as president-elect of it and 
I know I represent and voice the wishes of a large 
segment of our association when I second the nom- 
ination of Paul B. Foster as delegate to the Califor- 
nia Medical Association. 

Dr. VaucHN: We are acquainted with the work 
of Dr. Foster, his ability, and I would like to second 
the nomination of Dr. Paul Foster. 

Dr. Sampson: I find myself on the horns of a 
dilemma. I went to school with Wilbur Bailey. I | 
admire him greatly. I think his ability is unques- 
tioned. I like him personally. I think he is one of 
the finest men I have ever known. Dr. Paul Foster 
is a man of integrity. He is a man of high intelli- 
gence. I think between the two men there is no 
choice as far as ability is concerned. 

But, gentlemen, the Los Angeles delegation voted 
by ballot to recommend Paul Foster and if the dele- 
gation from the south, from where the delegate is 
coming, voted for it, I think we should abide by the 
decision of that group. Otherwise why have the 
group? 

SPEAKER CHARNOCK: At this time the San Fran- 
cisco delegation has requested a caucus and at this 
time, if I hear no objection, there will be a ten-min- 
ute recess for the San Francisco delegation. 

Dr. HinMAN: The San Francisco delegation will 
meet in the California Room on the mezzanine. 

SPEAKER CHARNOCK: Will you please get back 
here in ten minutes? 
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... The House of Delegates had a ten-minute re- 
cess. ... 

SPEAKER CHARNOCK: Will you please take your 
seats, gentlemen. 

The chair notes that the San Francisco delegation 
hasn’t returned. The House will be in order, please. 

Are there any more nominations for the thirteenth 
delegate? It has been moved and seconded that the 
nominations be closed. Dr. Bender. 

Dr. BENDER: Mr. Speaker, members of the House: 
I discuss this as an individual, not as a member of 
the San Francisco delegation. I think we have to 
depend upon the recommendations of the delegation 
of any one area. | think it is incumbent on us io 
follow the advice of the duly elected Los Angeles 
delegation on the delegate to the A.M.A. I hope that 
becomes precedent. 

SPEAKER CHARNOCK: It has been moved and sec- 
onded. Is there any further discussion? Those who 
are in favor of closing the nominations will signify 
by saying “aye.” To the contrary? They are closed. 

The names of Dr. Wilbur Bailey and Dr. Paul 
Foster have been placed in nomination. 

To conserve time we will now call for nomina- 
tions for the alternate for this thirteenth and nebu- 
lous office. 

VoIcE FROM THE FLoor: Mr. Speaker and mem- 
bers of the House of Delegates: I would like to place 
in nomination a man from Los Angeles County, who 
stands very high in the medical profession and 
whom we think a great deal of. He is a man who is 
at present a member of the Los Angeles County 
Medical Association. He has done a tremendous job 
on the recent issuance of the health insurance poli- 
cies of the California Medical Association. He is the 
vice-president of the national organization which 
represents his own specialty and is chairman of 
many other committees, including the economic 
committee. It gives me great pleasure to place in 
nomination the name of Arthur A. Kirchner as the 
alternate. 

SPEAKER CHARNOCK: The name of Dr. Kirchner 
‘ has been placed in nomination. Are there any fur- 
ther nominations? 

VOICE FROM THE FLoor: I move the nominations 
be closed. 

SPEAKER CHARNOCK: It has been moved and sec- 
onded that the nominations be closed. Is there any 
discussion? Hearing none, I declare the nominations 
closed. 

At this time the chair would like to appoint Dr. 
Robertson Ward, Dr. Allen Hinman, and Dr. Tom 
Farthing as tellers. You will please come forward 
and pass out the ballots. 

In the interest of economy we have used ballots 
which have been left over from the years past. Please 
disregard the numbers during the time that the 
tellers are passing the ballots, and receiving them 
and counting them. 

Please, will the tellers inspect the badge of each 
person to whom he gives a ballot? 

Write upon the ballot the name of the gentleman 
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you prefer. And the alternate has already been 
elected, so we do not vote. for that—I have failed to 
mention the fact that Dr. Arthur Kirchner is elected 
as the thirteenth alternate. (Applause. ) 

During the time that we are passing out these bal- 
lots, voting and the ballots are being picked up and 
counted, it is my privilege to present to you Dr. 
Henry Gibbons III, assistant clinical professor of 
medicine, Stanford University School of Medicine, 
who will speak to you on the subject, “Review and 
Revision of Some of the Newer Drugs.” 

... Dr. Gibbons then delivered a paper on new 
drugs. ... 

SPEAKER CHARNOCK: Thank you, Dr. Gibbons. 
While the ballots are still being counted we will 
entertain a motion for the approval of the minutes 
which are to be edited by the committee. It has been 
moved and seconded. All those in favor say “aye.” 
To the contrary? The minutes are approved. Is 
there any unfinished business at this time? The ex- 
ecutive committee of the Medical Services Commis- 
sion will meet at lunch in the Cirque Room at about 
10 o’clock. While we are waiting for the election 
committee to finish its returns I want to thank the 
past presidents for being here. It is a great pleasure 
and privilege to have these gentlemen with us. I want 
to thank also the distinguished guests who came to 
visit us. | want to thank you, our distinguished sci- 
entific speakers, Dr. Shipman and Dr. Gibbons, and 
all the reference committees that worked so hard, 
and last but certainly not least, we want to thank 
all the delegates themselves who broke into their 
Christmas season to come to this important meeting. 
It shows a profound and great interest in our Asso- 
ciation. 

Dr. Robertson Ward, chairman of the elections 
committee, will please make his report. You will note 
that the members of the election committee were all 
from the north, 

Dr. Warp: There are 201 entitled to vote. We 
have 199 votes for the candidates. One voted for a 
prominent member of the Democratic administra- 
tion in Washington. 

The votes were: Foster, 136; Bailey, 63. 

(Applause. ) 

SPEAKER CHARNOCK: Dr. Paul Foster is declared 
the phantom delegate. 

Gentlemen, this concludes the agendum for today. 
If the House wishes to, it can still meet this after- 
noon to carry on any business you should like to 
talk about. If you do not wish that, the chair will 
entertain a motion to adjourn. The Executive Com- 
mittee luncheon and the Medical Services Group 
will meet at lunch at 12:30 instead of 1:00 o’clock 
as I had announced. 

Is there any further business to come before this 
House? 

It has been moved and seconded that we adjourn. 
All those in favor will signify by saying “aye.” To 
the contrary? We are adjourned, 

... The House of Delegates adjourned at 12:30 
o'clock. ... 
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Council Meeting Minutes 


Tentative Draft: Minutes of the 403rd Meeting of 
the Council of the California Medical Association, 
San Francisco, December 11-13, 1953. 


The meeting was called to order by Chairman 
Shipman in the Green Room of the Fairmont Hotel, 
San Francisco, at 9:30 a.m., Friday, December 11, 
1953. 


Roll Call: 


Present during all or a part of the meeting were 
President Green, President-Elect Morrison, Speaker 
Charnock, Vice-Speaker Bailey, Secretary Daniels, 
Editor Wilbur and Councilors West, Wheeler, Loos, 
Sampson, Pearman, Ray, Shipman, Lum, Bostick, 
Teall, Varden, Heron, Frees, Carey, Kirchner and 
Reynolds. 

Absent because of illness, Councilor Dau. 

A quorum present and acting. 

Present by invitation were Messrs. Hunton, 
Thomas, Gillette, Clancy and Pettis of C.M.A. staff; 
legal counsel Hassard; county society executive sec- 
retaries Waterson, Jensen, Geisert, Bannister, Fos- 
ter, Nute, Thompson, Wood and Donovan; Ben H. 
Read of the Public Health League of California; 
Dr. Wilton L. Halverson, state director of public 
health; Dr. Walter Rapaport, state director of men- 
tal hygiene; Mr. K. L. Hamman, executive vice- 
president of California Physicians’ Service; Dr. 
Francis Scott Smyth, dean of the University of Cali- 
fornia School of Medicine; and Drs. Francis J. Cox, 
C. A. Broaddus, Edward Rosenow, Jr., Berthel Hen- 
ning, John R. Upton, Leslie Magoon and Henry 
Randel. 


1. Minutes for Approval: 


(a) On motion duly made and seconded, minutes 
of the 402nd meeting of the Council, held October 
17, 1953, were approved. 

(b) On motion duly made and seconded, minutes 
of the 237th meeting of the Executive Committee, 
held May 28, 1953, were approved. 

2. Membership: 

(a) A report of membership as of December 10, 
1953, was received and ordered filed. 

(b) On motion duly made and seconded, 35 
members whose 1953 dues had been received since 
the last Council meeting were voted reinstatement as 
active members. 

(c) On motion duly made and seconded in each 
instance, seven applicants were voted Retired Mem- 
bership. These were: Evelyn Hart Case, Edward R. 
Guinan, Alameda-Contra Costa; Pina M. Welbourn, 
Los Angeles; Herman Baer and Claude H. Church, 
Riverside; E. G. Osnes, Solano; Fred R. DeLappe, 
Stanislaus. 
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(d) On motion duly made and seconded in each 
instance, ten applicants were voted into Associate 
Membership. These were: Glen W. Kent, J. G. 
Roney, Jr., Alameda-Contra Costa; David Zinke, 
Imperial; Roger O. Egeberg, Los Angeles; John E. 
Eldridge, Edward P. Kunkel, San Francisco; Duane 
D. Deakins, San Joaquin; John Atkinson, Norman 
R. Rogers, Santa Clara; John N. Clark, Solano. 

(e) On motion duly made and seconded, reduc- 
tions in dues were voted for four applicants because 
of illness or postgraduate study. 


3. Financial: 
A report of bank balances as of December 10, 
1953, and a report of revenues and expenditures for 


November and the five months ended November 30. 
1953, were received and ordered filed. 


4. Report of the Council: 


The chairman read the draft of a report of the 
Council to the House of Delegates. On motion duly 
made and seconded, this report was approved, sub- 
ject to additional items which might develop at this 
meeting. 


5. Legal Department: 


Mr. Hassard reported on the status of a lawsuit 
involving the payment of fees by the Los Angeles 
General Hospital to several medical schools, on pos- 
sible methods to evolve an amalgamation of doctors 
of medicine and osteopathic physicians and sur- 
geons, on a new prepayment medical care plan of 
dubious authenticity and on the question of nurses 
starting and administering intravenous injections. 

On motion duly made and seconded, it was voted 
to refer to the Committee on the Unlawful Practice 
of Medicine the last two named items. 


6. Illness of Councilor Dau: 


Report was made that Councilor Dau was ill and 
not expected back in active practice for some time. 
On motion duly made and seconded, it was voted 
that the chairman express to Mrs. Dau the sympathy 
of the Council in Doctor Dau’s illness. 


7. State Department of Public Health: 


Dr. Wilton L. Halverson reported an anticipated 
4,200 cases of poliomyelitis in California in 1953, 
compared with 4,047 in 1952. Of the current cases, 
53 per cent are paralytic, compared with 63 per cent 
last year. He reported that 232,000 cubic centimeters 
of gamma globulin had been allocated to California 
and 70,000 cubic centimeters was still on hand. 
Contacts of some 2,700 polio cases, totaling about 
9,000 persons, have received an average of 1014 cc. 
of gamma globulin by injection. 

Dr. Halverson also discussed a new polio vaccine 
and reported on encephalitis in California. 

He asked that the Association be represented on a 
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joint committee to study hospital training courses 
for fellows in public health. On motion duly made 
and seconded, it was voted to have the chairman 
make such appointments. 

Dr. Halverson urged all members of the Council 
to take out memberships in the American Public 
Health Association. 


8. Blood Bank Commission: 

Dr. John R. Upton, chairman of the Blood Bank 
Commission, proposed that Drs. Andrew Hender- 
son of Sacramento, Herbert Messenger of Napa, 
George Watson of Eureka, Gurth Carpenter or 
Elmer E. Wadsworth of Los Angeles, and Sidney 
Tepper or Vernon Richard of El Centro be added 
as members of the Blood Bank Commission. On 
motion duly made and seconded, these nominees 
were appointed. 

Dr. Upton sought the cooperation of the Public 
Relations Department in presenting the positive side 
of blood banking to the public and was assured of 
cooperation. 

He reported that the 11 banks in the commission’s 
system had delivered 515,504 units of blood under 
the defense program at an average cost of $5.42 per 
unit. During 1952 these banks produced 120,655 
units for civilian use. 

On motion duly made and seconded, the report 
was approved. 


9. Committee on Veterans’ Affairs: 


Dr. Berthel Henning, chairman of the Committee 
on Veterans’ Affairs, reported on a meeting held 
with representatives of veterans’ organizations rela- 
tive to the care of non-service connected disabilities. 
On motion duly made and seconded, the report was 
approved and Dr. Henning was commended and 
requested to continue this activity. 


10. Committee on the Unlawful Practice of 
Medicine: 

Dr. Shipman reported on the production of tape 
and film strips for showing before county medical 
societies and a sample tape recording with illustra- 
tions was played. On motion duly made and sec- 
onded, it was voted t add to the committee two 
members of the Medical Services Commission, one 
of whom shall be the chairman of that commission. 


11. Medical Services Commission: 


Dr. Magoon presented a report of the Medical 
Services Commission, including the recommenda- 
tion that a list of some ten items in the fee schedule 
of California Physicians’ Service be adjusted up- 
ward. On motion duly made and seconded, this 
recommendation was approved. 


12. Committee on Industrial Accident Commission: 
Dr. Francis J. Cox presented a progress report on 
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negotiations for a new industrial fee schedule and 
was thanked and commended for his work. 


13. Medical Transcripts for Hospital Staff 
Admissions: 

A letter from a medical school, decrying requests 
to furnish medical school transcripts of records for 
applicants for admission to hospital staffs, was dis- 
cussed. It was agreed that legal counsel discuss this 
situation with the medical schools. 


Recess: 


At this point, 5:35 p.m., the Council was declared 
in recess until 9:00 a.m., Saturday, December 12, 
1953. 


Reconvention: 


The Council reconvened at 9:00 a.m., Saturday, 
December 12, 1953, in the Green Room of the Fair- 
mont Hotel, San Francisco. 


14. Medical Services Commission: 


On motion duly made and seconded, it was voted 
to approve the report of the Medical Services Com- 
mission to the House of Delegates, subject to dele- 
tion of two slides if such-were practicable. 


15. California Medicine: 


On motion duly made and seconded, it was voted 
to accept, with regret and with thanks for his seven 
years of service, the resignation of Dr. Matthew N. 
Hosmer as a member and chairman of the Commit- 
tee on Advertising. 


On motion duly made and seconded, it was voted 
to appoint Dr. Robert Carson Martin a member of 
the Committee on Advertising and to appoint Dr. 
Robertson Ward as chairman. 


On motion duly made and seconded, it was voted 
to appoint Dr. Edmund Keeney of San Diego as an 
allergist member of the Editorial Board, to succeed 


the late Frank G. Crandall, Jr. 
16. Audio-Digest: 


Dr. Lum reported that the Executive Committee 
had approved the proposed establishment of a non- 
profit foundation to conduct the business of Audio- 
Digest and had approved an agreement whereby 
Mr. Jerry L. Pettis would receive 10 per cent of the 
net profits of this operation, up to a maximum of 
$25,000 annually for a period of five years, such 
period to be renewable up to a maximum of 17 
years. 

On motion duly made and seconded, this pro- 
posal was approved. 

On motion duly made and seconded, and by a 
three-fourths vote, the Council approved a non- 
interest loan to Audio-Digest Foundation up to a 
maximum of $20,000. 
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17. Committee on Medical Economics: 


On motion duly made and seconded, it was voted 
to refer to the Medical Services Commission a pro- 
posal of the Committee on Medical Economics for a 
fact-finding study on medical practice costs and fees. 


Recess: 

At this point, 9:40 a.m., the Council was declared 
in recess until 7:30 a.m., Sunday, December 13, 
1953. 

Reconvention: 

The Council reconvened at 7:30 a.m., Sunday, 

December 13, 1953, in the Garden Room of the 


Fairmont Hotel, San Francisco. 
18. Committee on Rural Health: 


Dr. Henry Randel, chairman of the Committee on 
Rural Health, gave a progress report, discussed the 
cordial working relationship with the California 
Farm Bureau Federation and urged the participa- 
tion of the Association in a state conference on chil- 
dren and youth to be called by Governor Knight in 
early 1954. 

Dr. Randel was complimented on the work of his 
committee and was requested to make a similar 
report to the House of Delegates. 


19. Committee on Blue Shield-Blue Cross: 


Dr. Lewis A. Alesen gave a progress report on the 
work of the committee looking into cooperation be- 
tween Blue Shield and Blue Cross programs. He was 
thanked for his report and requested to continue 
this program. 


20. Committee on Postgraduate Instruction: 


Dr. Edward C. Rosenow, Jr., chairman, and Dr. 
C. A. Broaddus, director, of the Committee on Post- 
graduate Instruction, made progress reports to the 
Council and were complimented on their work. 


21. Public Policy and Legislation: 


Discussion was held on the advisability of reestab- 
lishing a committee to investigate the feasibility of 
seeking legislation to govern the practice of clinical 
psychology. On motion made and seconded, it was 
voted to refer this matter to the Committee on 
Unlawful Practice of Medicine, with the Executive 
Committee authorized by more than a three-fourths 
vote, to expend up to $5,000 to look into the profes- 
sional aspects of psychology in relation to psy- 
chiatry. 

22. State Department of Mental Hygiene: 

Dr. Walter Rapaport, recently appointed State 
Director of Mental Hygiene, was introduced and 
addressed the Council. He stressed his belief in the 
operation of state mental hospitals as individual 
units in a decentralized plan and expressed his de- 
sire to work in cooperation with the Association. 
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Adjournment: 
There being no further business to come before it, 
the meeting was adjourned at 9:45 a.m. 
SIDNEY J. SHripMAN, M.D., Chairman 
ALBERT C, Dantets, M.D., Secretary 
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Executive Committee Minutes 


Tentative Draft: Minutes of the 238th Meeting of the 
Executive Committee of the California Medical 
Association, San Francisco, December 11-13, 
1953. 


The meeting was called to order by Chairman 
Lum at 5:40 p.m., Friday, December 11, 1953, in 
the Cirque Room of the Fairmont Hotel, San Fran- 
cisco. 


Roll Call: 


Present were President Green, President-Elect 
Morrison, Council Chairman Shipman, Speaker 
Charnock, Auditing Committee Chairman Lum and 
Secretary Daniels. Absent for cause, Editor Wilbur. 

Present by invitation were Messrs. Hunton and 
Hassard and Drs. Edward Campion and C. A. Rus- 
sell of Marin County. 


1. Medical Telephone Services: 


Drs. Campion and Russell discussed two orders 
pending before the California State Public Utilities 
Commission which, if adversely decided, might dis- 
rupt the emergency call service and physicians’ call 
service on switchboards operated by or for county 
medical societies. 

On motion duly made and seconded, it was voted 
to recommend to the Public Utilities Commission 
(1) approval of a plan presented by Pacific Tele- 
phone & Telegraph Co. for installation of a flat rate 
for secretarial switchboards and (2) approval of 
two-way secretarial lines on such switchboards, or 
at the least, a choice between two-way and one-way 
lines. The executive secretary was instructed to 
verify the facts as presented by direct inquiry to the 
Commission. 


Recess: 

At this point, 6:10 p.m., the Committee was de- 
clared in recess until 7:30 a.m., Saturday, Decem- 
ber 12, 1953. 

Reconvention: 

The Committee reconvened at 7:30 a.m., Satur- 
day, December 12, 1953, in the California Room of 
the Fairmont Hotel, San Francisco. 

2. Audio-Digest: 

Discussion was held on the formation of the 
Audio-Digest Foundation as a non-profit corpora- 
tion for the production and distribution of tape 
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recordings and accompanying slides or film strips. 
On motion duly made and seconded, it was voted to 
approve such a corporation and to approve an agree- 
ment with Mr. Jerry L. Pettis whereby he would re- 
ceive 10 per cent of the net profits of the corpora- 
tion for a period of five years, such period to be 
renewable for five-year intervals for a maximum of 
17 years; maximum annual compensation to Mr. 
Pettis under this agreement not to exceed $25,000. 


Recess: 


At this point, 9:00 a.m., the Committee was de- 
clared in recess until 9:30 a.m., Sunday, December 
13, 1953. 


Reconvention: 


The Committee reconvened at 9:30 a.m., Sunday, 
December 13, 1953, in the Cirque Room of the Fair- 
mont Hotel, San Francisco. 


3. Hospital Interns and Residents: 


Dean Smyth of the University of California Med- 
ical School reported on the status of interns and 
residents from foreign schools in this country. He 
noted that in an eastern state 487 of the interns 
were from foreign medical schools. He wished par- 
ticularly to alert hospital staffs to their responsibil- 
ity for these students and to alert the Board of 
Medical Examiners to this problem. 


4. Postgraduate Education: 


Dr. Smyth discussed the postgraduate education 
status in this state. He wished consultation with a 
suitable C.M.A. committee to study this situation. 
On motion duly made and seconded it was voted to 
refer this problem to the Committee on Postgradu- 
ate Education of the California Medical Association. 


Adjournment: 

There being no further business to come before 
the committee, the meeting was adjourned at 10:00 
a.m. 

Donap D. Lum, M.D., Chairman, 
ALBERT C. Dantes, M.D., Secretary 


Medical Dates Bulletin 


THIS BULLETIN of the dates of postgraduate 
education assemblies and the meetings of 
various medical organizations in California 
is supplied by the Committee on Postgrad- 
uate Activities of the California Medical As- 
sociation. 


FEBRUARY 


California Medical Association Institute for North Coast 
Counties, at Santa Rosa, February 11-12. 


Midwinter Radiological Conference, Los Angeles, Febru- 
ary 20-21. 
Alumni Postgraduate Convention, College of Medical 
Evangelists, Los Angeles, February 23, 24, 25. 
MARCH 
Alumni Committee Children’s Hospital, one-day seminar, 
San Francisco, March 20. 


California Medical Association Institute for San Joaquin 
Valley Counties, Fresno, March 4-5. 


California Medical Association Institute for West Coast 
Counties, Santa Barbara, March 18-19. 
APRIL 
California Medical Association Institute for Sacramento 
Valley Counties, Sacramento, April 15-16. 


Alumni Committee, Children’s Hospital, one-day seminar, 
San Francisco, April 24. 


California Medical Association Institute for Southern 
Counties, Palm Springs, April 22-23. 
MAY 


California Medical Association Convention, Los Angeles, 
May 9-13. 

Clifford Sweet Lectureship, Children’s Hospital of the 
East Bay, Oakland, May 26-28. 

JUNE 

American Medical Association, Annual Session, 1954, San 
Francisco, June 21-25. 

American Geriatrics Society, San Francisco, June 17-19. 


OCTOBER 


California Society of Internal Medicine, Yosemite Na- 
tional Park, October 2. 


California Academy of General Practice, Sixth Annual 
Scientific Assembly, Los Angeles, October 24, 25, 26, 27. 
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In Memoriam 


Editor’s note: Word of the death of Dr. Gzorce H. Kress came at press time for these 
pages. An essay on the service given to the California Medical Association by Dr. 
Kress in his many years in various official capacities, including the presidency of the 
Association and the editorship of this journal, is being prepared for publication in the 


March issue. 


ABRAMSON, ARTHUR J. Died in San Francisco, October 27, 
1953, aged 46, of myocardial infarction and arteriosclerosis. 
Graduate of the University of California Medical School, 
Berkeley-San Francisco, 1937. Licensed in California in 
1937. Doctor Abramson was a member of the San Francisco 
Medical Society. 

+ ‘ 


Buck, Leonarp W. Died in Kentfield, November 23, 1953, 
aged 61, of coronary artery disease. Graduate of the Uni- 
versity of California Medical School, Berkeley-San Fran- 
cisco, 1928. Licensed in California in 1928. Doctor Buck was 
a retired member of the San Francisco Médical Society. 


+ 


CurPHEY, Witrrep C. Died in Boston, November 21, 
1953, aged 48. Graduate of the University of Kansas School 
of Medicine, Lawrence-Kansas City, 1930. Licensed in Cali- 
fornia in 1941. Doctor Curphey was a member of the San 
Joaquin County Medical Society. 


% 


Dormopy, Hucu F. Died in San Francisco, December 20, 
1953, aged 58. Graduate of the University of California 
Medical School, Berkeley-San Francisco, 1922. Licensed in 
California in 1922. Doctor Dormody was a member of the 
Monterey County Medical Society. 


+ 


Fareep, Mirza A. U. Died December 3, 1953, aged 71. 
Graduate of Edinburgh University, Chicago, Illinois, 1907. 
Licensed in California in 1916. Doctor Fareed was a mem- 
ber of the Los Angeles County Medical Association. 


- 


od 


Garber, Atvin W. Died in Los Angeles, November 19, 
1953, aged 55, Graduate of the University of Kansas School 
of Medicine, Lawrence-Kansas City, 1931. Licensed in Cali- 
fornia in 1934. Doctor Gaede was a member of the Kern 
County Medical Society. 


+ 


Hitt, Rosert B. Died in Beverly Hills, November 12, 
1953, aged 67. Graduate of the University of Misouri School 
of Medicine, Columbia, 1909. Licensed in California in 1914. 
Doctor Hill was a retired member of the Los Angeles 
County Medical Association. 


+ 


Kress, Georce H. Died in Los Angeles, January 18, 1954, 
aged 79, of coronary artery disease. Graduate of the Medical 
College of Ohio, Cincinnati, 1899. Licensed in California in 
1903. Doctor Kress was a member of the Los Angeles 
County Medical Association, and a life member of the Calli- 
fornia Medical Association. 
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LEDESMA, SERAPION B. Died November 19, 1953, aged 53. 
Graduate of the University of Nebraska College of Medi- 
cine, Omaha, 1932. Licensed in California in 1936. Doctor 
Ledesma was a member of the Monterey County Medical 


Society. 
+ 


McFappen, Rosert N. Died in Los Angeles, November 26, 
1953, aged 33, of metastatic fibrosarcoma. Graduate of 
Creighton University School of Medicine, Omaha, Nebraska, 
1945. Licensed in California in 1945. Doctor McFadden was 
a member of the Kern County Medical Society. 


% 


Meap, FRANKLIN B. Died in Riverside, October 28, 1953, 
aged 45, of mitral valvulitis with insufficiency. Graduate of 
Northwestern University Medical School, Chicago, Illinois, 
1938. Licensed in California in 1942. Doctor Mead was a 
member of the Riverside County Medical Association. 


+ 


Mitter, ArtHuR W. Died in Riverside, November 28, 
1953, aged 51, of coronary artery disease. Graduate of the 
University of Nebraska College of Medicine, Omaha, Ne- 
braska, 1927. Licensed in California in 1928. Doctor Miller 
was a member of the Riverside County Medical Association. 


% 


Rice, Witu1am F. Died in Fresno, December 14, 1953, 
aged 66, of coronary artery disease. Graduate of the Uni- 
versity of Maryland School of Medicine and College of Phy- 
sicians and Surgeons, Baltimore, 1914. Licensed in Califor- 
nia in 1942. Doctor Rice was a member of the Fresno 
County Medical Society, and an associate member of the 
California Medical Association. 


+ 


Spiro, Harry. Died in San Francisco, November 18, 1953, 
aged 78. Graduate of Cooper Medical College, San Fran- 
cisco, 1904. Licensed in California in 1904. Doctor Spiro 
was a retired member of the San Francisco Medical Society. 


+ 


Von ZELINSKI, WALTER F. Died in Santa Barbara, Decem- 
ber 29, 1953, aged 71, of coronary artery disease. Graduate 
of Bennett Medical College, Chicago, Illinois, 1908. Licensed 
in California in 1941. Doctor Von Zelinski was a member 
of the Santa Barbara County Medical Society. 


+ 


Weaver, Don D. Died in Oakland, November 9, 1953, 
aged 65, of myocardial infarction. Graduate of the Uni- 
versity of Michigan Medical School, Ann Arbor, 1911. 
Licensed in California in 1911. Doctor Weaver was a mem- 
ber of the Alameda-Contra Costa Medical Association. 





NEWS & NOTES 


NATIONAL + STATE + COUNTY 


ALAMEDA 


Dr. Edward Kupka has been granted a two-year leave 
of absence from his position as Chief, Bureau of Tubercu- 
losis Control, California State Department of Public Health, 
in order to accept an assignment under the U.S. foreign 
aid program as public health advisor to the goverment of 
Vietnam. His address during 1954 and 1955 will be in care 
of the American Consulate, Hanoi, Vietnam, French Indo- 
china. 


LOS ANGELES 


Announcement was made recently by the Metropolitan 
Dermatological Society of Los Angeles that the officers 
elected for 1954 are: President, Dr. Fred P. Feldman, 
Beverly Hills; vice-president, Dr. Irving A. Lewe, Monte- 
bello; secretary-treasurer, Dr. Harold Price, North Holly- 
wood. 

* ck ak 


Each day’s program of the Alumni Postgraduate Con- 
vention of the College of Medical Evangelists to be held 
at the Los Angeles Biltmore Hotel, February 23-25, will 
feature a panel discussion preceded by lectures preparing 
the way for the panel topic. The topic for the panel the 
first day is “A Second Look at the Miracle Drugs”; for the 
second day, “Problems in Cancer Management”; and for 
the third, “Postoperative Medical Complications.” The pro- 
gram is designed for physicians in general practice and 
meetings are open to all physicians. 


SAN JOAQUIN 


Dr. James Baker of Stockton has been elected presi- 
dent of the San Joaquin County Medical Society for 1954. 
He succeeds Dr. Emil Gough. 


SONOMA 


Dr. William J. Rudee of Santa Rosa was installed as 
president of the Sonoma County Medical Society for the 
coming year at the final meeting of the Society in 1953, and 
Dr. Robert S. Westphal, Sonoma County health officer, was 
elected president-elect. Dr, Frank E. Lones of Santa Rosa 
was reelected secretary. 


GENERAL 


The Western Industrial Medical Association will 
hold its thirteenth annual meeting May 8, 1954, at the 
Biltmore Hotel, Los Angeles, the day preceding the opening 
of the Annual Session of the California Medical Association 
which is to be held there May 9-13. 
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The sixth congress of the Pan-Pacific Surgical Asso- 
ciation will be held in Honolulu, October 7-8, 1954, Be- 
sides a scientific program with over 100 leading surgeons 
taking part, an extensive social program is being developed 
for physicians and members of their families who attend. 


Official announcement of the meeting said that since the 
association’s office has been appointed as travel agent for 
those attending the Congress, it is important that all hotel 
and travel reservations be made through the Honolulu head- 
quarters of the Pan-Pacific Surgical Association. Making 
arrangements as soon as possible was urged in order to 
assure adequate accommodations. 


Further information may be obtained by writing to F. J. 
Pinkerton, M.D., Director General, Pan-Pacific Surgical 
Association, Suite 7, Young Building, Honolulu, Hawaii. 


* % * 


The sixth annual convention of the International Acad- 
emy of Proctology will be held at the Palmer House, 
Chicago, April 8, 9, 10 and 11, 1954. Programs may be 
obtained from the Executive Office of the International 
Academy of Proctology, 43-55 Kissena Boulevard, Flushing, 
New York. 


* te %* 


The fifth annual meeting of the International Group of 
Doctors in Alcoholics Anonymous will be held in Akron, 
Ohio, May 14, 15 and 16, 1954. 

Physicians may get further information and arrange 
for reservations by writing to: Doctors, Mayflower Hotel, 


Akron, Ohio. 


* ae a8 


The Foundation of the American Society of Plastic 
and Reconstructive Surgery has announced its fifth 
annual essay contest, with two scholarships as prizes for 
winners in the junior division. The contest in junior classi- 
fication is restricted to residents in training and to plastic 
surgeons who have been in practice no longer than five years. 
The prizes are three-month plastic surgery scholarships with 
full maintenance in selected leading services in the United 
States and abroad, The subject matter of the essay must be 
the result of some original research (either clinical or experi- 
mental) in the field of plastic and reconstructive surgery. 

A silver plaque or a certificate of honorable mention is 
also offered for a winning essay in senior classification to 
contestants active in practice of plastic and reconstructive 
surgery for more than five years. 

Further information may be obtained from the Award 
Committee, care of Jacques W. Maliniac, M.D., chairman, 
30 Central Park South, New York, N. Y. 


* * * 


The thirteenth annual essay contest of the Mississippi 
Valley Medical Society will be held in 1954. The Society 
will offer a cash prize of $100, a gold medal, and a certifi- 
cate of award for the best unpublished essay on any subject 
of general medical interest (including medical economics 
and education) and practical value to the general practi- 
tioner of medicine. Certificates of merit may also be granted 
to the physicians whose essays are rated second or third best. 


Contestants must be members of the American Medical 
Association who are residents or citizens of the United 
States. The winner will be invited to present his contribu- 
tion before the 19th annual meeting of the Mississippi Val- 
ley Medical Society to be held at Chicago, September 23, 
24, 1954. Further details may be obtained from Harold 
Swanberg, M.D., Mississippi Valley Medical Society, 209- 
224 W.C.U. Building, Quincy, Illinois. 
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POSTGRADUATE 


EDUCATION NOTICES 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 


Recent Advances in General Surgery—Feb. 10-April 28. 
Pathological Physiology—February 15-May 3. 


Hematology for Laboratory Technicians—Long Beach, Feb- 
ruary 15-May 24. 


Dermatology in General Practice—February 17-March 24. 


Clinical Chemistry for Laboratory Technicians—February 
18-May 27. 


Basic Neurology—Middle of March. Exact dates to be an- 
nounced. 


Venereal Disease Public Health Conference—April 5-9. 


Three-Day Symposia: Office Otolaryngology—April 29; 
Office Urology—April 30; Office Proctology—May 1. 


Anesthesia—May 13-14. 

Techniques of Hypnosis—May 18-19. 
Electrocardiography—June 2-18. 

Laboratory Technicians Symposium—June 19-20. 


Contact: Mrs. Margaret H. Griffith, Assistant Head of 
Postgraduate Instruction, Medical Extension, Univer- 
sity of California, Los Angeles 24, California. 


UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 


Symposium on Heart and Lung 
Date: February 19, 20, 21 (week-end), University of 
California Extension Building, 540 Powell Street. 
This short course will give an intensive review of 
the most recent advances in the diagnosis and treat- 
ment of diseases of the heart and lung; with demon- 
strations and discussions. 


Course for General Practitioners 


Date: March 8 through 12, all day, Mount Zion Hos- 
pital, San Francisco. This program will be presented 
by the Visiting Staff of Mount Zion Hospital in col- 
laboration with University of California Medical Ex- 
tension. It will include many subjects of interest to 
the general physician, with demonstrations of pa- 
tients and discussions of illustrative cases. 


Symposium on Emergencies: Medical, Surgical, Obstetrical 

Date: April 16, 17, 18 (week-end), University of Cali- 

fornia Extension Building, 540 Powell Street, San 
Francisco. 


Course in Internal Medicine, American College of Physi- 
cians 
Date: June 14 through 18, all day, University of Cali- 
fornia Extension Building, 540 Powell Street, San 
Francisco. 
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Conference on General Surgery 


Date: September 13 through 17, all day, at Medical 
Center. This conference will be offered for the pur- 
pose of stressing the newer concepts, methods of diag- 
nosis, treatment and techniques in surgery. Through- 
out the session emphasis will be placed on the diag- 
nosis and treatment of malignant lesions, Instruction 
will consist of didactic periods, panel discussions, and 
actual operative demonstrations which will be tele- 
vised from the operating room to the lecture’ hall. 
This program will be designed for general practi- 
tioners who are doing surgery. The class will be 
limited. 


Conference on Fractures and Diseases of the Bone 


Date: September 20 through 23, all day, San Francisco 
County Hospital. The program will cover the newer 
concepts, methods of diagnosis, treatment and tech- 
niques. There will be didactic lectures, panel discus- 
sions, and actual demonstrations of illustrative cases. 
The class will be limited. 


Medicine for General Practitioners 
Date: September 21 to December 7, Tuesday evenings, 
East Oakland Hospital, Oakland. This is a continu- 
ation course which is offered every year, with com- 
plete change of program and speakers. Class limited. 


Evening Lectures in Medicine, Part | and Part 2 


Date: September 16 through December 9, Thursday eve- 
nings, Mills Memorial Hospital, San Mateo. This is 
also a continuation course which will be of interest 
to both internists (Part 1) and to physicians in 
general practice (Part 2). 


Symposium on Endocrine Diseases and Geriatrics 
Date: October 22, 23, 24 (week-end), University of 
California Extension Building, 540 Powell Street, 
San Francisco. A review of recent developments in 
both fields, with suggestions for the management of 
patients past the age of fifty. 


Microscopy (Part |!) 


Date: January 14 through March 18, Thursday eve- 
nings, Medical Center. 


Photomicrography (Part 2) 

Date: April 1 through June 3, Thursday evenings, Med- 
ical Center. Part 2, Photomicrography, in mono- 
chrome and in color, cannot be taken without Part 1, 
but Part 1, Microscopy, which includes the critical 
use of the microscope, may be taken alone. These 
courses are open to any persons who are interested in 
the study of the topics listed above. Class limited. 

Contact: Stacy R. Mettier, M.D., Head of Postgraduate 

Instruction, Medical Extension, University of California 

Medical Center, San Francisco 22, California. 


COLLEGE OF MEDICAL EVANGELISTS 


Varicose Veins (6 periods} 


Date: March 2 through April 13, 1954. Tuesdays: 7 :00- 
9:00 p.m. Tuition: $25.00. Carl H. Talmage, M.D., 
and Associates. 


Histology and Histopathology of the Eye (15 periods) 


Date: March 3 through June 9, 1954, Wednesdays: 
7:30-9:30 p.m. Tuition: $60.00. I. G. Sommers, M.D. 
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Gynecology (10 periods) 
Date: March 24 through May 26, 1954. Wednesdays: 
8:00-9:00 a.m. Tuition: $30.00. Dell D. Haughey, 
M.D., and Associates. 


Operative Surgery (12 periods) 
Date: March 24 through June 9, 1954. Hunterian Lab- 


oratory and L.A.C.G.H. Wednesdays: 9:30 a.m.-12.00. 
Tuition: $200.00. Harry A. Davis, M.D. 


Minor Orthopedic Surgery (8 periods) 
Date: April 1 through May 20, 1954, Thursdays: 8:00- 
9:30 p.m. Tuition: $30.00. Alonzo J. Neufeld, M.D., 


and Associates. 


Surgical Diseases of Children (4 periods) 


Date: April 6 through April 27, 1954. Tuesdays: 11:00 
a.m.-12 m. Tuition: $20.00. J. Norton Nichols, M.D. 


Endocrinology (8 periods) 


Date: April 6 through May 25, 1954. Tuesdays: 8:00- 
9:30 p.m., Los Angeles County Hospital. Tuition: 
$30.00. Julius Bauer, M.D. 


Thoracic Surgery (8 periods) 


Date: April 14 through June 2, 1954. Wednesdays: 
8:00-9:30 p.m., Los Angeles County Hospital. Tuition: 
$30.00. Lyman A. Brewer, M.D. 


Diseases and Injuries of Bones and Joints (4 weeks) 
Full time. 


Date: July 5 through 30, 1954. Dr. Taylor’s office and 
various hospitals. Tuition: $100.00. G. Mosser Tay- 
lor, M.D., Alonzo J. Neufeld, M.D., and Associates. 
Unless otherwise stated or arranged, courses will be 
held in Osler House, corner State and Michigan Ave- 
nues. 

Contact: Chairman, Section on Graduate and Postgrad- 
uate Medical Education, College of Medical Evangelists, 

312 North Boyle Avenue, Los Angeles 33, California. 


STANFORD UNIVERSITY SCHOOL OF MEDICINE 


Ophthalmology Conference 


Date: March 22 through 26, 1954. Registration will be 
open to physicians who limit their practice to the 
treatment of diseases of the eye; or eye, ear, nose 
and throat. Registration limited to thirty physicians. 
Instructors will be A. Edward Maumenee, M.D., 
Dohrmann K. Pischel, M.D., Jerome W. Bettman, 
M.D., Max Fine, M.D., Earle H. McBain, M.D., and 
Arthur J. Jampolsky, M.D. 


Clinical Ophthalmological Conference 


Date: March 20, 1954, Saturday, 9:30-3:00, Stanford 
Lane Hospital, 2398 Sacramento Street, San Fran- 
cisco, California. No fee. 


Contact: Lowell Rantz, M.D., 2398 Sacramento Street, 
San Francisco, California. 


UNIVERSITY OF SOUTHERN CALIFORNIA 


The Essential Physics of Therapeutic Radiology and the 
Clinical Applications of Radioactive Isotopes by Robert 
E. Pugh, Jr., physicist in radiology; Paul C. Aebersold, 
Ph.D., director, Isotopes Division, United States Atomic 
Energy Commission, Oak Ridge, Tennessee; and Henry 
L. Jaffe, M.D., associate clinical professor of therapeu- 
tic radiology. This course is to be given in Los Angeles, 
March 8 through May 24, Monday evenings from 8:00 
to 10:00 p.m., at the Los Angeles County Hospital and 
the Cedars of Lebanon Hospital. This course will pro- 
vide excellent background information for those who 
wish also to obtain the actual clinical training necessary 
for A.E.C. certification. 

Contact: Robert S. Cleland, M.D., assistant director, Med- 
ical Extension Education, University of Southern Calli- 
fornia School of Medicine, 2025 Zonal Avenue, Los An- 
geles 33, California. 


C.M.A. REGIONAL MEDICAL AND SURGICAL 
INSTITUTES 


San Joaquin Valley Counties, Fresno, March 4-5, 1954. 
West Coast Counties, Santa Barbara, March 18-19, 1954. 


Sacramento Valley Counties, Sacramento, April 15-16, 1954. 
Please note change of date for Sacramento Valley 
Counties Institute, from April 1-2 to April 15-16, 1954. 


Southern Counties, Palm Springs, April 22-23, 1954. 


Contact: C. A. Broaddus, M.D., Director, Postgraduate 
Activities, California Medical Association, 1036 N. Cen- 
ter Street, Stockton, California. 


SEMINARS OF THE ALUMNI COMMITTEE OF THE 
CHILDREN'S HOSPITAL, SAN FRANCISCO 


March 30, 1954—Acute and Chronic Infections and the 
Choice of Antibiotics in Treatment. 

April 24, 1954—Childhood Ecology, with a discussion of 
physical, mental and emotional growth and development 
of the young child; the effects of deprivation of mater- 
nal care, and the impact of environment on the child. 

A fee of $15.00 will be charged for attendance at all the 
seminars and those who wish to have further details or 
be on the mailing list for such details may write to: 
H. E. Thelander, M.D., Children’s Hospital, 3700 Cali- 
fornia Street, San Francisco. 


ORTHOPAEDIC HOSPITAL AND RANCHO LOS 
AMIGOS RESPIRATORY CENTER, LOS ANGELES 


Care of the Poliomyelitis Patient—April 26-30. The course 
is designed to cover all phases of patient care and reha- 
bilitation, including use of the respirator. 

Contact: Polio Teaching Program, Orthopaedic Hospital, 
2400 South Flower Street, Los Angeles 7. 
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